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In November 1944, with the cooperation of 
the Chief of the Surgical Service’ and under the 
direction of the Chief of the Physical Therapy 
Section? a detailed physical therapy program 
was established on the chest surgical section at 
Fitzsimons General Hospital. Since this hospital 
is a chest center, an extensive amount of thoracic 
surgery has been performed during the past four 
years. Approximately 1900 battle casualties have 
been treated. In this group there were many 
cases which were corrective; namely, those with 
chest deformities, those with defective respira- 
tion, those with poor body mechanics and those 
with restricted motion of the shoulder girdle. 
Some of these patients also had involvement of 
the brachial plexus accompanied by marked loss 
of use of an upper extremity. In addition to the 
battle casualty group, physical therapy also was 
employed in all other types of patients receiving 
thoracic surgery. 

The kinds of cases treated included: empyemas, 
shell fragment wounds, hemothoraces, cysts of the 
lung, abscesses, bronchiectases, emphysematous 
cysts, spontaneous pneumothoraces, diaphrag- 
matic hernias and tuberculosis. The surgical pro- 
cedures employed included: lobectomy, pneu- 
monectomy, thoracoplasty, muscle grafts and 
osteoperiosteal grafts. 

Many of these types of chest injuries and dis- 
eases are not prevalent in civilian hospitals and 
the combined use of surgery and physical ther- 
apy is not common. For the benefit of those who 
are not familiar with some of these cases, a brief 
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Physical Therapy and Chest Surgery 


Helen R. Winston, Ist Lt., M.D.P.T., AUS 


description is in order. An empyema is an in- 
fection of the pleural space. Treatment usually 
consists of adequate drainage. In most cases the 
empyema obliterates itself. However, in a few 
cases it is necessary to unroof the empyema and 
do a partial thoracoplasty to obliterate the space. 
Bronchiectasis is a condition of the pulmonary 
bronchi manifested by dilitations in which puru- 
lent material collects. The major clinical symp- 
tom is cough, productive of purulent sputum. 
Hemorrhages often occur and the physical con- 
dition of the individual is generally poor. This 
condition, bronchiectasis, often-spreads to other 
areas of the lungs and the patient is unable to 
lead a normal life. Surgery to remove the infected 
lobe or lobes has been performed successfully in 
many cases, the patient's symptoms are elimi- 
nated, and a normal life is resumed. Emphy- 
sematous cysts are sacs containing air that tend 
to enlarge and cause pressure on the surrounding 
lung. If left in the thorax, there is a possibility 
of the sac rupturing with a resulting spontane- 
ous pneumothorax. A hemothorax is an accumula- 
tion of blood in the chest cavity. The blood can 
be aspirated in early cases. In late cases, blood 
clots become organized with fibrin which forms 
a thick rubbery layer over the involved lung. 
The stripping of this organized clot from the 
collapsed lung is called decortication. This allows 
the iung to reexpand and become functional 
again. Muscle grafts are performed to repair 
scarred areas caused from injury or surgery. 
Muscular tissue is used from another area to 
fill in the defect for protection. Scars are also 
excised and made smaller and nonadherent to 
underlying tissue. Osteoperiosteal grafts are per- 
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formed when a defect in the rib cage allows 
the lung to herniate and thus expose it to injury. 
This graft is done by taking pieces of the rib 
from above and below the defect and placing it 
in a “V-shape” over the defect. When the graft 
takes and the osseous tissues fuse, a stable tho- 
racic cage is reformed again to provide complete 
protection for the lung. Diaphragmatic hernias 
are defects in the diaphragm allowing the stomach 
or other organs below the diaphragm to enter the 
thoracic cavity. Correction of the herniation is 
accomplished surgically. Cysts of the lung are 
epithelial-lined cavities in the substance of the 
lung, resulting from congenital defects, such as 
congenital cystic disease; mechanical disturb- 
ances, such as emphysematous or subpleural 
ilebs; and traumatic cysts resulting from pene- 
trating or perforating wounds of the chest. Ab- 
scesses result from any acute or chronic infectious 
process which causes degeneration of lung tissue 
and resulting accumulation of purulent material 
at the site of infection. Thoracoplasty is a term 
used to describe many different procedures in 
which all or portions of the ribs are removed 
in an effort to collapse areas of the chest and un- 
derlying lung. This procedure is most commonly 
used in tuberculosis, but is employed also in the 
treatment of many cases of chronic empyema. 
Spontaneous pneumothorax is a condition re- 
sulting from a rupture of the lung with a sudden 
accumulation of air in the pleural space. High 
positive pressures and collapse of the lung re- 
sult. This condition may be secondary to in- 
fectious processes, trauma, or rupture of em- 
physematous blebs, but is most commonly found 
in tuberculosis. 


The following is a general plan of the routine 
in physical therapy given to a patient from the 
time be enters the chest ward until he is ready 
for convalescent postoperative leave. The under- 
standing between the ward officer and the phys- 
ical therapist regarding the physical therapy 
program enables her to orient the patient pre- 
operatively and continue his treatment without 
delay as he progresses to immediate postoperative, 
intermediate postoperative and on to late post- 
operative stages. The physical therapist attends 
the meeting of the Chest Surgical Reviewing 
Board, where the patient’s case is reviewed and 
recommendations are made concerning the treat- 
ment he is to receive. This information enables 
the physical therapist to learn about the patient, 
to know if and when he is to be operated upon 
and to learn more about other chest problems. 
The program is divided into preoperative; im- 
mediate postoperative; intermediate postopera- 
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tive, and late postoperative treatment. 


The mobility of the shoulder and scapula, the 
muscular function of the shoulder and scapula, 
the proper breathing of the patient, and the 
posture of the patient, including the position in 
bed immediately after surgery, are among the 
usual problems. In order to make physical ther- 
apy most effective, the patient must realize the 
importance of helping himself to get back to 
normal with physical therapy as a guide to this 
end. 

Preoperative treatment, the first phase of this 
program, starts as soon as the patient is admitted 
to the chest surgery ward. The physical therapist 
keeps a record of scheduled operations so she 
knows in advance which patients are going to 
surgery. The physical therapist sees those pa- 
tients on the ward and explains to the patient 
what his postoperative problems will be as far 
as physical therapy is concerned. She tells the 
patient that his shoulder will be restricted in 
motion and painful and why these conditions 
occur. The factors contributing to these condi- 
tions are the tight pressure bandage applied well 
up into the axilla, severed muscles around the 


_scapula, and the position of the arm on the 


operating table. The large drainage tubes are 
very painful and become more so on motion of 
the shoulder. These tubes are #45 French angle 
catheters which are inserted, one in the 4th inter- 
space in the axillary line, and the other in the 
8th or 9th interspace, between posterior-axillary 
line and midscapular line. The anterior tube is 
used to withdraw any accumulation of air. The 
posterior tube is used to drain any accumulation 
of fluid. These tubes are attached to water-sealed 
drainage bottles and are used following all tho- 
racotomies, except in cases where a pneumo- 
nectomy is performed. The patient is told that 
maximum use of his arm will lessen the pain 
and stiffness. Abduction and outward rotation 
are the motions of the arm most affected. The 
importance of the breathing routine is explained. 
This includes a description of reexpansion of the 
lung, and the reason for preventing the chest from 
becoming restricted or fixed and thus preventing 
deformity and dyspnea. The patient is taught the 
proper way to perform deep breathing exercises 
preoperatively. The abdominal muscles are 
checked preoperatively for strength and appro- 
priate exercises are taught to strengthen these 
weakened muscles. The importance of the ab- 
dominal muscles in proper body mechanics and 
in the support of the chest is emphasized. The 
physical therapist observes the patient’s posture 
in front of a long mirror and makes corrections 
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and at the same time explains the posture prob- 
lems that he will encounter postoperatively. Good 
alignment in bed is taught and the patient is 
cautioned about positions to be avoided. 


The next phase is the immediate postoperative 
treatment which begins the first postoperative 
day, unless complications occur. The physical 
therapist first places the patient in a good postural 
position on his back. Infant pillows are used 
under the back at the site of posterior closed 
drainage tube and placed towards the good side 
to raise the back off the tubes and yet keep the 
chest in a good functional position. A small pillow 
is placed beneath the patient’s head so that the 
neck and head are in good position. The position 
of the pelvis is checked along with that of the 
legs. If necessary to correct pelvic tilt, a pillow 
is placed under the knees. After the patient is 
adjusted, he is ready for exercise and the breath- 
ing routine. Shoulder motion, including flexion, 
abduction with outward rotation, horizontal ab- 
duction, inward rotation, are performed by the 
patient actively if possible, or with assistance, if 
necessary. Sometimes after surgery, the patient 
cannot initiate raising the arm, although, as he 
tries, the contraction of the involved muscles can 
be seen. This condition, which is temporary, is 
due to fear and pain and is the result of eleva- 
tion of the arm on the operating table for such a 
long period of time. These motions of the shoulder 
are carried out about two times for each motion 
with the patient getting as full range as the 
bandage, tubes and pain will permit. The breath- 
ing exercises are started with the arms in an in- 
verted “T” position, arms shoulder height, in 
outward rotation, and elbows flexed. The ab- 
dominal muscles should be contracted. The pa- 
tient takes a long, slow, deep breath, filling the 
chest to the maximum. On exhalation, the patient 
should let the air out slowly and force out all 
the air he possibly can. The physical therapist 
then adds manual resistance with her forearm on 
the unoperated side on both inspiration and ex- 
piration. This restricts the good side and makes 
the operated side expand more fully. Forced 
breathing also helps the tubes function more effi- 
ciently. The next step is to have the patient him- 
self give pressure to the normal side while per- 
forming the deep breathing exercises. The phys- 
ical therapist also places her hand on the area 
to be expanded so that the patient is better able 
to concentrate his efforts by pushing the hand 
away from the area. The patient also should do 
this for himself. 


Static contractions of the abdominal muscles 
are done the first day. A pillow is placed beneath 
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the patient’s knees and the back should be flat 
on the bed. Head raising may also be performed. 
This is helpful in giving the patient the feeling 
of contraction of the abdominal muscles. 

Before the physical therapist leaves the patient 
she gives him a definite program of exercises he 
is to perform every hour. He is instructed to 
exercise his shoulder through the maximum 
ranges of motion twice, do ten breathing exer- 
cises, some with pressure and some without pres- 
sure; contract the abdominal muscles ten times, 
some static, and some with head raising. He 
should constantly be conscious of his position 
in the bed. It is desirable for the physical ther- 
apist to check the patient a second time during 
the day. 


This particular routine is supplemented by 
radiant heat, if the patient is tense and if pain 
and soreness in the shoulder and chest are pres- 
ent. Massage also is administered if marked mus- 
cle spasm exists. This routine of treatment is con- 
tinued until the drainage tubes are removed, 
which is usually the second or third postopera- 
tive day. As soon as the tubes are removed, the 
patient is told to get up and start walking short 
distances on the ward and to sit in a chair rather 
than lying in bed. Correction of posture is then 
added to the breathing, shoulder and abdominal 
routine and is continued with progression as 
tolerated. Shoulder exercises may be performed 
in the sitting position using a wand. The breath- 
ing exercises increase from five to twenty-five 
per hour. The patient should be encouraged to 
use the mirror in his room to make frequent 
checks of his own posture, as well as use the 
posture mirror which is on the ward. The sutures 
are removed about the seventh day, after which 
the patient is sent to the Physical Therapy Clinic 
to continue his treatment. The medical officer sees 
the patient and prescribes appropriate treatment. 
The modalities used include radiant heat, hot 
packs to the shoulder, ultraviolet radiation for 
general tonic effect or for the acceleration of the 
healing of open wounds and incisions. The pa- 
tient may be assigned to a posture class or may 
have prescribed for him specific exercises in the 
gymnasium for increasing the range of motion 
and strength of the shoulder. 


Apparatus used for active exercises includes 
the shoulder wheel, abduction ladder, pulley 
weights, rowing machine, bicycle for general 
strength and endurance and the wand for gen- 
eral shoulder exercises. High resistive exercises 
are added as the patient becomes stronger. The 
posture class instruction includes further breath- 
ing exercises, abdominal exercises, scapular and 
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back exercises, asymmetrical scoliosis exercises 
and individual posture instruction before a 
posture mirror. 


The sequence of treatment from the time the 
patient is first seen by the physical therapist until 
he is ready for convalescent leave covers about 
one month. This period is sometimes longer, de- 
pending on complications and attitude of the 
patient. 
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DIscuSssION 

Donald M. Rose, M.D.: In the opinion of the dis- 
cussant, this paper represents one of the really significant 
contributions by physical medicine to the field of thera- 
peutics. To most of this audience the term “battle cas- 
ualty” ordinarily has a hollow sound, as though it re- 
ferred to unreal conditions which have little relationship 
with the civil practice of medicine. However, the terms 
empyema, pneumothorax, hemothorax, etc., are just as 
common in civil medicine. Therefore, the principles and 
treatment procedures outlined in this excellent paper 
are applicable to civilian as well as to military medical 


practice. When one considers the large number of cases + 


which comprise the basis of this paper, it is probable 
that this final, simple, specific physical therapy program 
could have been achieved only through military experi- 
ence. 

In reviewing this paper, several points should be 
commented on: 

First, is the radically new concept of incorporating the 
physical therapist into the medical team working with 
the patient. Attention should be directed toward the 
coordination of this program into the general treatment 
regimen. The physical therapy program begins pre- 
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operatively and all but follows the patient out of the 
hospital. In fact, the patient learns his treatment regi- 
men so well that the treatment principles are carried 
over into civil life and are utilized as occasion demands, 


In the administration of this program the physical 
therapist accomplishes a portion of the treatment which 
is vitally necessary, yet too often is neglected, namely, 
the orientation of the patient to his condition. The whole- 
hearted cooperation of the patient is necessary for any 
program to be completely successful. The physical thera- 
pist who perhaps works more closely with the patient 
than any other professional personnel has the greatest 
opportunity to gain this essential patient cooperation 
through mutual understanding of his problems. 


There may be some who doubt the effectiveness of 
this program. It is only necessary for those of us who 
have seen the program develop to recall the prolonged 
convalescence of patients who did not receive this treat- 
ment and to compare this with the early return of ambula- 
tion, strength and function in those patients who did 
receive it. There is no question in our minds, not only 
as to to the value of this treatment program, but also 
as to its absolute necessity if the patient is to echieve 
maximum recovery. 


The writer did not mention the use of the Wolff bot- 
tle in the treatment program. I am sure that it is not 
employed. Since the question has been raised from the 
floor, it should be emphasized that the Wolff bottle has 
no place in such a program. This program consists of 
activities which are designed to promote elevation of 
the chest wall and expansion of the lung underlying it; 
in other words, activities which are basically inspiratory. 
The Wolff bottle exercises are concerned with expira- 
tory muscles and their chief effect is on the lung on the 
uninvolved side. 


It is hoped that no one will feel that this program 
should be applied in a routine manner to all pulmonary 
disabilities. Each step of this program has been care- 
fully worked out on the basis of the underlying anatomic 
and functional defects. These must be constantly kept in 
mind, otherwise this or any other treatment program 
which does not conform to and correct them will fail 
in practical application. 





Exhibits Available 


1. Two sets of slides with script: “Physical 
Therapy Procedures,” and “Course Content 
in Physical Therapy.” 


2. Two posters, each containing eight black and 
white photographs, entitled “Physical Ther- 
apy Procedures.” 


3. Poster showing photographs of equipment 
used in physical therapy departments. Minia- 


ture models of the equipment accompany the 
poster. 
4. Album of photographs of therapeutic exer- 
cises. 
5. Two posters showing photographs. of exer- 
cises for faulty posture. 
For further information regarding these ex- 
hibits, write Mrs. Irene A. Bacon, 521 Cornell 
Street, Palo Alto, Calif. 
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Ethics for the Physical Therapist: 


From the Point of View of the Medical Practitioner 


Helen Hardenbergh, M.D. 


The noun “ethics” is derived from the Greek 
word meaning character. Applied to the phys- 
ical therapist it is proper to limit the field to 
those rules and principles which govern the pro- 
fessional conduct of this group. 

The establishment of a code of ethics is one of 
the milestones of the transitional period from 
trade to profession. It is a mark of maturity. 
This code is not a superimposed conglomeration 
of rules and restrictions. It is rather the out- 
growth of accumulated knowledge derived from 
mistake and success, the culmination of construc- 
tive thinking and experience in a working field. 
Without such a code a profession cannot long 
survive, for it is heart and conscience and the 
foundation of group solidarity. 

May it be suggested that, as a point of depar- 
ture, you acquaint yourselves with an article en- 
titled “Economics and the Ethics of Medicine” 
which appeared in the American Medical Asso- 
ciation Bulletin of May 1936. The content is 
strictly limited to the professional ethics and 
etiquette of the medical practitioner. However, 
your close relationship to and dependence upon 
the medical profession make essential your thor- 
ough familiarity with their standards of profes- 
sional behavior. This acquaintance will ciarify 
your understanding of the physician-patient re- 
lationship, the ramifications of which determine 
to a great extent the essential elements of the 
physician-physical therapist relationship. 

By your own stated intention, you accept for 
treatment only those persons who are referred by 
a qualified physician who is directly responsible 
for the care of the patient. This situation in it- 
self provides readily available medical advice 
on any problems which may arise in connection 
with the individual cases. It is to this referring 
physician that you are not only privileged but 
also obligated to refer for professional advice in 
any situation which relates to his patient. No 
matter what appears to be extenuating circum- 
stance, there is no exception to this rule. It is 
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conceivable that in certain urgent situations it 
may be impossible to locate the referring physi- 
cian quickly. In this case try first to reach the 
colleague who may have been designated to act 
as his substitute. It is only when this attempt has 
proved futile that, as a last resort, you may call 
another medical practitioner for advice. The 
choice of the latter will depend upon your situa- 
tion. It may be the physician under whose spon- 
sorship you practice. In those instances in which 
a physiatrist has direct supervision of treatment 
all problems are referred to him. 

It seems hardly necessary to point out that the 
reference of every patient should be acknowl- 
edged. The manner in which this acknowledg- 
ment is made is a matter of personal choice and 
will vary with the custom of the community. A 
written statement, be it a printed form or an in- 
dividualized communication is often the method 
of choice since it encourages accuracy, saves the 
time of both physician and physical therapist, 
and may serve as a permanent record. Though 
acknowledgment of referral is primarily a dictate 
of courtesy, it serves the additional purpose of 
advising the physician that the patient has arrived 
for treatment. Of equally elementary courtesy is 
the report of patient progress, the insistence that 
the patient see his physician for indicated interval 


check-up during treatment and as the final proce- 


dure of his discharge from your care. A brief 
personal interview with the physicians who refer 
their patients to you greatly facilitates mutual 
understanding of both professional and ethical 
problems. It provides the opportunity to deter- 
mine the physician’s preference in matters relat- 
ing to your professional relationship as well as 
to acquaint him with the facilities for physical 
therapy which you are prepared to make avail- 
able for his use. 

Probably the actual prescription for treatment 
gives rise to more sesikoen than any other phase 
of practice. Common sense, high standards of 


_professional performance and mutual considera- 


tion between the physician and the physical ther- 
apist comprise a potent triumvirate of solution. 
In the first place, be certain, whether the prescrip- 
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tion is verbal or written, that it is definite and 
complete. If for any reason you do not thoroughly 
understand the prescription the logical and prop- 
er procedure is to consult its originator. Prefer- 
ably this is done without the patient’s knowledge. 
The timid patient may readily become uneasy at 
even the most insignificant disturbance in ar- 
rangements for details of his treatment. This 
feeling of insecurity, no matter how unfounded, 
if improperly handled is fertile ground for sow- 
ing seeds of utter lack of confidence in the physi- 
cian, the physical therapist and the treatment. In 
those instances where discussions of treatment 
must unavoidably take place in the patient’s pres- 
ence, your manner and your choice of words will 
do much to minimize his anxiety. One of the arts 
of medical practice is facility of verbal expres- 
sion. Fortunately it is an art which can be cul- 
tivated. Certainly it deserves considerable thought 
and practice. A self-contained, confident manner 
supplemented by speech which is appropriate 
both in tone and phrase is an integral part of 
your professional equipment. 

If for any reason, be it lack of equipment or 
unfamiliarity with a requested technic, you are 
unable to give a treatment as prescribed, consult 
the physician. Never, on your own initiative, sub- 
stitute an equivalent method. 

If for any reason the prescription seems in- 
appropriate to the patient, discuss the matter with 
his physician, or with the physiatrist if there is 
one in charge, before initiating treatment. It is 
the tone and content of this discussion which will 
largely determine the character of the physician- 
physical therapist relationship. It is well to be re- 
minded that physical therapy as an accepted ad- 
junct to the medical armamentarium is relatively 
new. It is rapidly becoming a highly specialized 
field in which the ultimate function of the physical 
therapist is the administration of the technical 
aspects of treatment. It is certainly factual and 
fair to state that many medical practitioners are 
not conversant with details of technic. As is the 
case with innumerable allied medical specialties, 
the physician must and does rely upon the phys- 
ical therapist’s specific training and knowledge. 
The understanding and acceptance of mutual re- 
sponsibility to each other and to the patient is 
the essence of coordinated therapeutic effort. It 
is both inappropriate and professionally devastat- 
ing for either the physician or the physical thera- 
pist to assume an uncooperative, empirical or 
smugly superior attitude in any matter which 
concerns the welfare of the patient. 

The establishment and maintenance of a pleas- 
ant professional relationship between the patient 
and the physical therapist is a prerequisite to the 
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realization of the optimum benefits from physical 
therapy treatment. It is both expected and desir. 
able that there be a certain friendliness which is 
a natural outgrowth of frequent and often long 
continued treatment. The general attitude of the 
physical therapist as reflected in manner and 
conversation contributes largely to the patient’s 
attitude toward his treatment. It is well to remem- 
ber that even the casual remark may be inter- 
preted as authoritative opinion. 

It is in answering the many and varied ques- 
tions of the patient that the utmost discretion 
must be exercised. The remembered fact that you 
are working under medical direction and that 
your function is the administration of treatment 
rather than diagnosis and prescription will, if 
well understood and applied, help you to avoid 
embarrassing entanglements in lengthy discus- 
sions of problems which are not properly within 
your realm of either jurisdiction or opinion. 

The direction of conversation is your responsi- 
bility and failure to meet it with comfort and dis- 
cretion can readily lead to unfortunate and even 
hazardous misunderstandings. One does not ex- 
pect the patient to be aware of the intricacies of 
ethical considerations. It is therefore your task, 
and not always an easy one, to so manage the 
conversation that certain topics are avoided, that 
his questions are satisfactorily answered, and 
that the general feeling is one of relaxation and 
assurance. 

Here again facility of expression is your great- 
est ally. The anxious patient who inquires into 
the progress of his case will not find comfort in 
a curt suggestion that he “ask his physician.” It 
would seem much better to offer definite though 
not extravagantly enthusiastic encouragement with 
perhaps the suggestion that improvement in some 
cases is usually rather slow, that his progress is 
satisfactory and that, in those situations where 
the patient is obviously dissatisfied, you are sure 
that his physician will be glad to check his prog- 
ress and discuss the matter with him. 

Occasionally a patient will ask your opinion of 
the type of treatment that has been prescribed, 
your estimate of his physician’s skill or your 
advice as to the advisability of seeking additional 
medical opinion, It is not necessary to retreat 
into a role of total lack of cerebration to meet 
these questions successfully. In regard to the first 
question you may state that you believe that the 
treatment is well chosen. The answer to the second 
question should be a dignified statement of your 
regard for the professional status of his physi- 
cian. The last question might best be handled by 
an agreeable suggestion that he talk the matter 
over with his physician. 
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A patient’s request for physical therapy refer- 
ral, as well as referral in other fields of medicine, 
should be directed to the physician in charge. 

It is well to remember always that the immedi- 
ate responsibility for physical therapy treatment, 
both from a legal as well as a moral aspect, is 
shared equally by the referring physician and the 
physical therapist. When this latter fact and its 
ramifications are appreciated in their entirety it 
is obvious that close cooperation is mandatory. 
In final analysis, such cooperation is the only 
reliable manner of insuring the best interests 
of the patient. 

Remember also that, as professions go, physical 
therapy is young, very young—not an infant but 
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better perhaps an adolescent where problems 
multiply with alarming rapidity. You are in a 
difficult and challenging developmental period, 
a period through which no doubt you will pass 
with some turbulance to emerge and claim the 
integrated majority you well deserve. In the 
meantime there will be problems which, though 
clamoring to be solved, despair of solution. These 
are growing pains. Attend them but do not be 
confused by their vagaries. Certainly the road 
ahead will be made smoother and straighter by 
individual and group establishment of and earn- 
est adherence to an honest, a reasonable, an in- 
telligent and an idealistic code of ethics. 


Postnatal Treatment with Massage and -Exercises 


Nina Kellgren, L.R.C.P., M.R.C.S. 


In England the policy that we have adopted is 
that all lying-in hospitals should be provided 
with physiotherapists, so that all mothers during 
their puerperium can be taught postnatal exer- 
cises, and when necessary be given abdominal 
massage. Owing to our present shortage of phys- 
iotherapists we have far from obtained this goal, 
and the present facilities are as follows: 


(1) At the thirty-two hospitals that have phys- 
iotherapy training schools, the above treatment 
is provided. 

(2) All midwives during their training are 
instructed in postnatal exercises, and therefore 
are in a position to teach these exercises to 
women delivered in their homes and to organize 
exercises in the wards. In many maternity hos- 
pitals where physiotherapists are not available, 
the ward sister is in charge of the postnatal 
exercises, 


(3) In other hospitals, physiotherapists are 
called in to treat special cases where there is 
great overstretching of the abdominal or perineal 
muscles or after Caesarean section, but treatment 
is not given as a routine. 

(4) The city Borough Councils run postnatal 
clinics, and most of these are provided with 
physiotherapists who give instruction in postnatal 
exercises. 


Physician-in-charge of the Physiotherapy Department, Eliza- 
beth Garrett Anderson Hospital, London, 


The muscles that become stretched during 
pregnancy and childbirth are the rectus abdominis 
muscles, the oblique abdominal muscles, and the 
muscles of the pelvic floor (i.e., levator ani and 
coccygeus muscle); therefore any programme 
must contain exercises for all these muscles. Also 
it must be remembered that the sacro-iliac joints 
and symphysis pubis become stretched, so no 
exercise should be included that puts a strain 
on these joints. In uncomplicated cases treat- 
ment can be started on the fourth day after de- 
livery. If there is considerable divergence be- 
tween the rectus abdominis muscle, gentle ab- 
dominal massage aimed at approximating them 
is given for 10 to 15 minutes before the exercises 
are started. There may be some increase in 
lochia at first, but this is no contraindication to 
the massage and exercises, and it is only when 
there is persistent excessive lochia or secondary 
postpartum hemorrhage that treatment must be 
stopped. 

There are many exercises that can be used, and 
the ones described later are chosen for their 
simplicity and suitability for ward class exer- 
cises. They should not be considered as a com- 
plete list, but as a general guide. 


TREATMENT 


' Massage 


If the physiotherapist has mastered the art of 
matiual vibrations, a hand is laid across the 
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abdomen with the thumb on the left part of 
the rectus abdominis muscle and the fingers on 
the right. During the vibrations the thumb should 
approximate the fingers, thereby drawing the 
two muscles together (Fig. 1). 

An easier method is to place one hand on 
each side of the abdomen and to give gentle 
kneading movements with the palm of the hand, 
again drawing the muscles together at the same 
time (Fig. 2). 

It will be noted that in both cases massage is 
gentle though purposeful. A combination of both 
methods is the most satisfactory. 

Exercise 

(For exercises (a), (b), (c), (d) and (g) 
the patient lies on her back with one pillow 
under her head and with her knees bent to 45 
degrees. Three exercises are given on the fourth 
day after delivery, and progressively stronger 
ones are added on the fifth, sixth and seventh 
days. ) 





Figure 2. 


Figure 1. 


Fourth day after delivery. 

(a) The abdomen is drawn inwards and flat- 
tened. 

(b) The head and shoulders are raised off 
the pillow (on the sixth day this exercise should 
be done with the legs flat on the bed). 

(c) The patient grasps the pillow above her 
head. A deep breath is taken to expand the bases 
of the lungs and at the same time the upper part 
of the abdomen is drawn inwards and upwards. 

Fifth day after delivery. 

(d) Simultaneous abdominal and gluteal con- 
tractions and slight tilting of the pelvis, flatten- 
ing the small of the back on to the bed (lying 
pelvic tilt). 
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Sixth day after delivery. 

The patient lying flat except for the pillow 
under her head: 

(e) Fully flex one hip and knee, then extend 
the knee and lower the leg slowly. Repeat with the 
opposite leg. 

(f) With the right hand the patient should try 
and touch her left knee and vice versa. 





Figure 3. 


Seventh day after delivery. 

(g) The pelvis is raised off the bed with the 
hips abducted, the distance between the knees 
not exceeding 12 inches. The hips are then ad- 
ducted against resistance. The resistance is pro- 
duced by the physiotherapist applying gentle 
counter pressure on the inner sides of the knees, 
or by the patient squeezing a firm doubled-up 
pillow which had been placed between the 
knees before raising her pelvis from the bed 
(Fig. 3). 

When the patient gets up she must be examined 
to see that her posture is normal. If there is 
still a tendency to lordosis she should be taught 
how to tilt her pelvis by simultaneous abdominal 
and gluteal contractions as in exercise (d) and 
by slightly flexing her knees and taking her 
weight on her heels. The exercises should be con- 
tinued daily for at least two months. 

In conclusion, I would mention one precau- 
tion. If the divergence between the rectus ab- 
dominis muscles is more than .the breadth of 
three fingers, it is advisable to support the ab- 
domen during the exercises. This is best done by 
the physiotherapist laying her hand across the 
gap, but when the exercises are given as a class 
in the ward, the mothers are instructed to do the 
same thing except of course for exercise (c) 
where it is not necessary. 
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Quantitative Tabulation of Posture Evaluation: 





Based on Structural and Functional Measurements 
(A Report) 


Hans Kraus, M.D., and S. Eisenmenger-Weber, D.Sc. 


(Editor’s Note: This is the second of a series of three 
articles by Doctor Kraus and Mrs. Eisenmenger-Weber, 
the first of which was entitled “Evaluation of Posture 
Based on Structural and Functional Measurements” and 
appeared in the November-December 1945 issue of the 
Review. The third article of this series will appear in a 
forthcoming issue.) 


In the first article of this series measurements 
for a quantitative evaluation of posture were 
described. These measurements have been used 
for the past year on all cases at the Posture and 
Corrective Exercise Clinic of Vanderbilt Clinics.* 
This article is a detailed report including tabula- 
tions and a graphic representation of the first 
hundred cases on which these measurements 
were taken. 


All cases were referred to the Posture and Cor- 
rective Exercise Clinic by the Babies Hospital 
Outpatient Department. The ages ranged from 
4 to 12 years and comprised 44 boys and 56 
girls. Only general poor posture cases, usually 
described as “functional cases,” and a few border- 
line cases of slight structural scoliosis are tabu- 
lated in this report. Each case had undergone a 
complete pediatric examination. Cases of slight 
malnutrition, also cases suffering from repeated 
respiratory tract infections but having no acute 
condition, are included. However, cases with 
acute pathologies, as well as cases with perma- 
nent abnormalities such as congenital malforma- 
tions, and cases with central or peripheral nerve 
lesions, are not included. In the latter cases 
tests for muscle power and holding power of 
isolated muscles or small muscle groups are 
necessary, while for evaluation of posture such 
muscle tests are performed only on large muscle 
groups covering key regions of the body. By 
these tests of large muscle groups any deviation 
from normal in general poor posture cases can 
be found and analyzed. Such tests furnish sufh- 
cient data to prescribe the required exercise pro- 
gram for each case. Only such structural meas- 
urements are taken as are necessary to find the 


"Columbia Presbyterian Medical Center, 622 West 168th 
Street, New. York 32, New York. 


deviations from normal. By restricting measure- . 
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ments and tests to a minimum, the examination 
shows a clear picture of the case without con- 
suming too much time. 


The first hundred patients on which these 
measurement tests were performed were not 
selected cases. They were the first hundred pa- 
tients referred to the clinic for postural correc- 
tion in Babies Hospital at the time we instituted 
this particular routine of posture examination. 
For this reason they may be considered represent- 
ative of the general poor posture case. While 
definite conclusions cannot be arrived at with 
so limited a number of cases, yet one may as- 
sume that the results of the tabulation of these 
hundred cases give a fairly clear indication of 
relative frequency of deviation occurring in dif- 
terent body regions. 


The numerical data obtained by these meas- 
urements and tests, when computed by mathe- 
matical formula in percentages, give the impres- 
sion of scientific exactitude, but allowance must 
be made for unavoidable inaccuracies in any 
measurements taken on human bodies. One may 
reasonably assume that such margin of error in 
the final tabulation is less than + 2 to 5 per cent, 
dependent upon the type of measurement. 


Measurements of deviations, taken in inches, 
must be reduced to percentage values of a dis- 
tance characteristic of the size of the patient. 
This characteristic distance of the size of the 
back or body in which the deviation occurs is 
called the “reference distance.” For example, an 
uneven level of the scapulae showing one inch 
difference in their heights is valueless as absolute 
measurement. A one inch difference in scapulae 
level is a much smaller deviation in the back of 
a tall adult than in the back of a small child. 
Such measurement is of absolute value only when 
the difference of one inch is computed as the 
percentage of a distance relative to the size of 
the back in which it occurs. 


(1) Thus, the scapulae-spine distance meas- 
urement, computed by adding the right and left 
scapula-spine distances, furnishes the total dis- 
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tance from scapula to scapula in each case. This 
total distance, scapula to scapula, is characteristic 
of the patient and is taken as the reference dis- 
tance for both the scapulae-spine measurement 
and the scapulae level measurement. 


(2) For the chest expansion measurement, 
the circumference of the chest at midway or 
neutral position is taken as “reference length.” 


(3) The average leg length is taken as the 
reference distance characteristic of the patient 
for the following three measurements: 


A. The leg length, if unequal. 


B. The level of the anterior-superior Spine 
of the ilium. 
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C. The test of length and elasticity of back 
and hamstring muscles. 


For continuity of presentation the technic of 
measurements giving quantitative data is briefly 
reviewed. Some measurements are illustrated by 
explanatory sketches. In the illustrated sketches 
the reference distance and the distance indicat- 
ing the deviation from normal are marked by 
arrows and designated by letters. Where the de- 
viation is expressed by linear measurement the 
reference distance also is in linear measurement. 
The formula is given by which the deviation is 
computed as a fraction of the distance charac- 
teristic of the patients’ size. 

Where the measurements are taken by a pro- 
tractor and the deviation is expressed in degrees, 


TABLE I: NORMAL MEASUREMENTS AND TESTS 


STRUCTURAL 
Measurements 
1) Relative CI - CE 
Chest Expansion 


2) Scapula-spine 
Distance 


3) Scapulae 
Level 


4) Leg Length — 


wor OE A 


(LE + LR) 


5) Level of Anterior A ‘ 
Superior spine of Ilium % (LE + LR) 


6) Pelvic Tilt 





7) Total Elasticity of 
Pectoral Muscles 


8) Total Elasticity of 


FUNCTIONAL MEASUREMENTS 


MEASUREMENTS 
Normal 


Inspiration : Expiration 0.10 to 0.11 Satisfactory 
Midway Chest Mt. 0.09 to 0.05 Low normal 


Left Se-Spine Dist. 





























Left Sc-Sp + Right Sc-Sp. 0.5 = equal 
A = Dev. from Water level me 
Left Sc-Sp + Right Se-Sp. ' _ —— 
B = Difference in length erey oe , 
% Lt. leg + Rt. leg length a 
A = Dev. from Water level ade ss ; 
% Lt. leg + Rt. leg length ee ee 
160° to 169° 





170° to 180° 











Hamstring Muscles 30° and + 30 
9) ‘Elasticity of Posterior en arrr tig . = eae am Fingertips 

back and Hamstring ra. » ; F = Dist. Fingertips to floor F=0 Touching 

Muscles % (LE + LR) 1% (Lt. leg + Rt. leg length) Floor 





10) Total Abdominal 
Muscle Power + 
Holding Power 





11) Lower erector 
Spinal Muscle 
Power + Holding 
Power 











Holding test position 
for 10 seconds or more 








Holding test position 
for 10 seconds or more 











12) Upper erector hoe 
Spinal Muscle 
Power + Holding 


Power 


13) Position of Lower 
Extremities 


Holding test position 
for 10 seconds or more 





Position oF Lower EXTREMITIES 


Normal by 
Accepted Standards 




















Pate 








Vol. 26, No. 5 


the angles considered normal are stated. 

In the functional tests of muscle power and 
holding power, a time interval of 10 seconds, 
during which the patient must be able to main- 
tain the test position, has been considered nor- 
mal. In some cases it was not possible to take 
all measurements because the child did not co- 
operate. These instances are indicated in the 
tabulations as cases “not measured.” 

The normal in posture measurements can be 
assumed only since we have no exact posture 
standards, owing to the wide range of variability 
in individual normal posture.** 

We have not been able to determine any exact 
norms. Nor can we, for our purpose, accept any 
of the standards used for other groups,*** with- 
out allowing greater leeway for individual vari- 
ability. 

Taking into consideration the standards estab- 
lished for other groups together with our experi- 
ence (children 4 to 12 years), we are assuming 
Table I to be average normal posture measure- 
ments and tests. 





*>.. 





1 


’ 














Figure 1. Figure 2. 
TABULATION 


Structural Measurements 


Unless otherwise specified, all measurements 
are taken in standing position. Feet about 2 
inches apart, the weight of the body evenly dis- 
tributed on both feet, patient looking straight 
ahead with knees straight. Patient should stand 
in this position for one or two minutes in order 
to sink into his habitual alignment. 


Chest Expansion Measurement is taken in 
inches over the xyphoid bone: (a) in neutral or 
midway position, (b) on extreme inspiration and 
(c) on extreme expiration. 


The neutral or midway position is taken as 
reference length C. The measurement CE at ex- 


**A. D. Gurewitch, M.D., and Margaret O'Neil: Flexibility 
~ Healthy Children, Arch. Phys. Therapy XXV:4:216, April 
944, 
***Army and Navy Charts for normal joint measurements and 
ture charts by Children’s Bureau, U. S. Department of 
bor, Washington, D. C. 
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piration is subtracted from the measurement 
CI at inspiration and divided by the reference 
length C (Fig. 1). (Formula: CI-CE) 

C 


Tabulation 1 


Relative Chest Expansion 











Chest Expansion CI - CE Number of 
Degree be Cases 
Very small  Lessthan-005  |§|§$ 19 
Small 0,05 to 0.09 aes 

Satisfactory 0.100 0.11 23 

Large -—~More than + 0,11 Wee 
Not measured —(‘i—™S < 
ik. 4 ea So ee 


Scapulae-Spine Distance is taken in inches 
measured from the posterior process of the dorsal 
vertebra at the level of the inferior medial angle 
of the scapula to the inferior medial angle of 
the same scapula. Measurement is repeated on 
the other side. A caliper is used to ascertain the 
distance which is then read off a ruler. Unequal 
scapulae-spine distance may be interpreted as a 
lateral curvature of the spine, the apex on the 
side of the smaller scapula-spine distance, or as 
an unequal muscle development in the shoulder 
girdle—malformations not included. Adding the 
distance from the left scapula to the spine (DL) 
and the right scapula to the spine (DR) gives 
the distance between the scapulae which is taken 
as reference distance D. The left scapulae-spine 
distance is divided by the reference distance D. 
(Formula: DL) 

D 
Tabulation 2 


Left scapula-spine distance Number of 
DL as fraction of reference Cases 














D distance 
0.7 to 0.6 7 Right scapula-spine 
A hae abi: 31 distance smaller 
0.5 normal 29 ~=—‘Right and left equal 
0.5 to 0.4 30 Left scapula-spine 
oh te 03 i. te l distance smaller 
Not measured 2 

Total 100 


Level of Scapulae is measured by placing a 
water level ruler so that it touches the inferior 
angle of both scapulae. If they are not on a 


‘horizontal level, the water level is held horizontal 


at the level of the lower scapula extending across 
the back beneath the higher scapula. The dis- 


Ae eg I ge 


ACTER ES gers 





eel 


~~ 


—— Pate. 


. Sey eae 





238 Tue PHYSIOTHERAPY REVIEW 


tance from the water level held at the lower 
scapula to the higher scapula is measured. 

Unequal scapula level may be interpreted as 
due to a lateral curvature of the dorsal spine or 
unequal muscle tension in the levator scapula 
muscles and the muscles of the shoulder girdle— 
malformations not included. The distance from 
scapula to scapula is taken as reference distance 
D. The distance from the water level, held at the 
lower scapula, to the inferior medial angle of 
the higher scapula is called A and divided by 
the reference distance D (Fig. 2). 


Tabulation 3 
A’ Scapula level dif- 


Degree D ference as fraction of 
reference distance Cases 








4 . much Larger than 0.1 23 
Left High little 0.1—0 16 
Equal Scapula Height Normal 0 37 
i. a ee 13 
Right High much Larger than 0.1 ll 
Total 100 
- 
Figure 3. Figure 4. Figure 5. 


Length of Legs is measured with patient in 
supine position. The distance from the anterior 
superior spine of the ilium to the internal mal- 
leolus of the same side is measured and the 
measurement repeated on the other side. If the 
length is unequal the difference between the 
right and left measurement is the deviation from 
the normal—B. The length measured on the left 
side is the length of the left leg—LE. The meas- 
urement on the right side is the length of the 
right leg—LR. The average leg length of the pa- 
tient is designated “L” and arrived at by adding 
the right and left leg lengths then dividing by 2. 


- Right High 
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The deviation is computed as percentage by di- 
viding the difference between the two leg lengths 
by the average leg length (Fig. 3). (Formulae: 
L=—%, (LE + LR) = Average Leg Length. 
B___B __ Deviation as percentage 
%(LE+LR) L_ of average leg length.) 


Tabulation 4 





B pny —s pereenage of aver. Nimberal 

Fs > s : 

penuh di age leg length. ses 
0.01 + 6 

Left leg shorter 000 001 ¢ 

Equal leg length 0.00 - 

Right leg shorter i 0 
Total 100 


Level of Anterior Superior Spine of the Ilium 
is measured by placing the water level at the 
level of the anterior superior spinis of the two 
iliac bones. If they are not on a horizontal level 
the water level is held horizontally at the anterior 
superior spine of the ilium which is lower so 
that it extends across the body and the distance 
from it to the higher anterior superior spine of 
the ilium is measured. 


The average leg length is taken as the reference 
distance L. The distance from the water level 
held at the lower anterior superior spine of the 
ilium to the higher anterior superior spine of 
the other ilium is the deviation A. A is divided 
by L. (Formula: Average Leg Length 4% (LE + 
LR) —L. Deviation of level of the anterior su- 
perior spine of the ilium is A.) 


L 
Tabulation 5 





A __ Difference of level as percent- 
L age of average leg length. 


More than 0.015 much 
Less ‘than 0.015 little 


(0.015 = 14%) 





Left High 


| 
i 

~ 
i 








Equal Height: 


Normal 0 





85 
Less than 0.015 little 8 
More than 0.015 much 2 


Total 100 





Angle of Pelvic Tilt is measured with a pro- 
tractor. The protractor is held against the lateral 
aspect of the hip joint so that the straight line 
0 to 180° is parallel to the length axis of the 
femur. The arm of the protractor is adjusted so 
that it is parallel to the length axis of the pelvis, 
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or parallel with the sacrum. The obtuse angle 
between the 0 to 180° line and the arm of the 
protractor is read off. The normal is 160° to 
169°. Measurements of the angle of a forward 
pelvic tilt lower than 160° indicate an increased 
lumbar lordosis, whereas 170° or higher indi- 
cate flat backs (Fig. 4). 


Tabulation 6 





Pelvic Tilt Degrees of Pelvic Tilt Cases 




















( Severe Less than 145 21 | 
Lumbar Medium 145 to 154 31 567 
Lordosis | 
Mild 155 to 159 15 
Be Normal 160 to 169 17 
ep Flat Back 170 and over 14 
= ; Not measured 2 
- Brera 100 


Functional Measurements 


Total Elasticity of the Pectoral Muscles is 


measured by maximum degree of active joint 
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chest, restricted motion and possible dorsal 
kyphosis (Fig. 5). 

Total Elasticity of Hamstring Muscles is meas- 
ured by the angle to which the legs can be lifted 
from the supine position without causing motion 
in the lumbar region of the spine. The patient 
must be completely relaxed. The protractor is 
held with the 0 to 180° line on the treatment 
table next to the patient’s hip joint. The examiner 
places his fingers lightly on the posterior proc- 
esses of the fourth and fifth lumbar vertebrae. 
An assistant slowly lifts both legs holding them 
at the ankles. The instant the examiner feels a 
posterior motion in the lumbar spine the assist- 
ant stops the lifting motion and holds the legs 
at this angle. The arm of the protractor is then 
adjusted parallel to the length axis of the femur 
and the acute angle between table level and the 
femur is read off the protractor. If the angle is 
less than 30° the measurement indicates a short- 
ness of the hamstring muscle group (Fig. 6). 


Total Elasticity of Erector Spinal and Ham- 
string Muscles. The patient, standing erect, bends 


Tabulation 7 


























Degrees . : oo. Angle Number of Cases 
Normal 180 to 170 Right 41 
Left 43 
Slight! Right ~ ome 
ong 169 to 160 Left 14 Normal in both right and left pec- 
—— ee : ———————<<<«  toral muscle length ... 4 cases 
Short 159 to 150 —_ 7 Shortness in both or in one pectoral 
ae deiinasiaminlapaiiatins muscle «6 cases 
Very Short 149 to 140 Right 10 ee le 
Left 17 
Extremely Right 17 
Short 139 or less Left 16 
Right and Left pectoral gles gh Pa ae iS 
muscles total 200 


range. The length or elasticity of the pectoral 
muscle is indicated by the angle formed when 
the upper arm is fully raised with a line parallel 
to the longitudinal axis of the thorax. The patient 
raises the arm forward as high as possible point- 
ing upward. Then the protractor is held laterally 
against the shoulder joint with the straight line 
0 to 180° parallel to the longitudinal axis of the 
thorax. The arm of the protractor is adjusted 
parallel to the length axis of the humerus and 
the obtuse angle is read off. The measurement is 
repeated on the other side. A reading of 170° to 
180° indicates normal muscle length. If the angle 
measures less than 170° the pectoralis muscle is 
shortened. This usually is associated with an 
anterior displacement of the shoulder, a narrow 








forward trying to touch the floor with the finger 
tips of both hands. Knees must be kept straight. 
The distance from fingertips to floor is measured 
with a ruler. Normally proportioned individuals 

















Tabulation 8 
Degree of Shortening Angle Measured Cases 
Normal More than 35 25 
Normal 35 to 30 29 
Slightly short 29 to 25 23 
Short 24 to 20 19 
Very short 19 to 15 2 
Extremely short 14 and less 1 
Not measured 1 





Total : 100 
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can touch fingertips to the floor. The distance 
from fingertips to the floor gives an indication 
of the elasticity and length of both back and 
hamstring muscles. 








Figure 6 


The average leg length is taken as the refer- 
ence distance L. L is the length of the right leg 
plus the length of the left leg divided by 2. 
L— 1%, (LR + LE). F is the distance from fin- 
gertips to floor and indicates the deviation from 
normal. If F — O the patient can touch the floor 
with fingertips.-If F is measured in inches the 
deviation is computed in each case as a per- 
centage of the average leg length (Fig. 7). For- 
mula: 

F 
% (LE— LR) 
Tabulation 9 


Back and Hamstring Deviation as Percentage 


Muscle Length of Leg Length F 


L Cases 
Normal 0 4” 
Slightly Short oa ~ oo - 
es 2 “ima 
Short 0.15 to 0.20 16 
0.20 to 0.30 15 
Very Short 1 pH ga 7 
Total ~ 100 ; 


Muscle Power and Holding Power Tests 
Total Abdominal Muscle Function is tested by 
the ability to stabilize the pelvis in the supine 
Tabulation 10 


Muscle Rating Time Test Position is Held Cases 


Normal + 10 seconds or more 60 
. 10 to 75 4 
Weak 75 to 5.0 5 
Very Weak 5.0 to 2.5 15 

Extremely Weak 
Or Incapable of 2.5 to 0.0 16 

Holding Position 
Total 100 
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position against the pull of gravity while lifting 
the legs from the table to a 35° angle. Knees are 
kept straight. The patient tries to hold this posi- 
tion unassisted for 10 seconds. If the patient can 
hold the test position for 10 seconds his abdom- 
inal muscle power and holding power are con- 
sidered normal. 


Total Erector Spinal Muscle function. The 
muscles of the lower back are tested by their 
ability to stabilize the pelvis when both legs are 
hyperextended with straight knees. Patient's 
trunk is prone on the table with both legs hang- 
ing off the table. He holds on to the table with 
both hands. Then he extends the hips as far as 
possible with straight knees and holds the legs 
is this hyperextended position for 10 seconds. 
If the patient can hold the test position for 10 
seconds his lower back muscle power and hold- 
ing power are considered normal. 


Tabulation 11 


Lower Back 
Muscle Rating 


Time Test Position is Held Cases 


Normal 10 seconds or more 15 
7. 10.0 to 7.5 5 
Weak 75 to 5.0 2 
Very Weak 5.0 to 2.5 9 
Extremely Weak 255 to 0.0 9 
Se, a a 


Total Erector Spinal Muscle Function. The 
upper back muscles are tested by their ability to 
raise the trunk and hold the back in hyper- 
extension. The patient’s legs and hips are prone 
on the table. The examiner holds them firmly. 
Patient’s hands are locked behind the head. Head 
and trunk are hanging over the edge of the table. 
The patient tries to raise head and trunk to hori- 
zontal position or higher hyperextending the 
back. If the patient can hold this test position 
for 10 seconds his upper back muscle power and 
holding power are considered normal. 


Tabulation 12 














Muscle Rating Time Test Position ie Held Cases 
Normal 10.0 seconds or a i 
Weak -——_—i«(“‘«‘éit to 7.5 seconds 1 
7.5 to 5.0 seconds 3 
Very Weak 5.0 to 2.5 seconds 9 
Extremely Weak - 25 to 0.0 seconds 10 
1 i ea ‘Total 100 


Position of the Lower Extremities is judged 
in standing position and described by the usual 
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nomenclature inversion or eversion at the hip, 
genu valgum or recurvatum at the knee and 
pronation or supination of feet. 

Tabulation 13 





Hip Knee Foot 
Inversion 0 Genu valgum 0 Pronation 50 
Eversion 0  Genu recurvatum 0 Supination 1 





Neutral 100 Neutral 100 Neutral 49 


The graphic representation (Fig. 8) indicates 
the relative frequency of the various deviations 
from normal which underlie postural defects. 
Even a cursory examination of the chart shows a 
preponderance of anterior-posterior deviations in 
the pelvic tilt with 81 cases of increased or de- 
creased angle. Following close upon the number 
of pelvic tilt deviations are the lateral deviations 
in the upper back, uneven scapulae-spine distance 
with 69 cases having unequal distances and 63 
cases having uneven scapula-level. Compared 


caste 





L=% (LE+LR) 








Figure 7. 

with this large number of cases having lateral 
deviations in the upper back, the small number 
of cases having uneven anterior superior spine 
level of the ilium is strikingly few. Fifteen cases 
have unequal anterior superior spine level and 
ten of these are accounted for by uneven leg 
length measurement from the anterior superior 
spine of the ilium to the medial malleolus. 


Among the muscle length or elasticity measure- 


THE PHYSIOTHERAPY REVIEW 241 


ments the pectoral muscle group shows 60 cases 
with short pectoral muscles. In the test for total 
elasticity of erector spinal and hamstring muscles 
60 cases were unable to perform the test. Of 
these, 45 cases have short hamstring muscles, 
which leaves 15 cases with short back muscles 
and restricted back mobility only. Surprisingly, 
the muscle power and holding power tests show 
comparatively few cases unable to hold the test 
position for the required time. Weakness in the 
abdominal muscles occurs in 48 cases, while in 
the upper back only 23, and in the lower back 
25 cases show weakness of the large erector 
spinal muscle groups. In the chest expansion 
measurement 19 cases with chest expansion less 
than or 0.05 are without doubt below normal. 
while 47 cases with a chest expansion from 0.05 
to 0.09 may be considered low normal or slightly 
below normal chest expansion. In the lower ex- 
tremities deviations from the normal show a 
high incidence: 51 cases. Fifty of these have re- 
laxed arches and/or pronated feet. 


Though one can readily see on the chart the 
general tendencies, a further breakdown of the 
data, such as comparison of measurements. of 
lateral deviation to the right or left or of meas- 
urements taken on either side, loses significance 
because the number of cases becomes too small. 
However, a study of groups of measurements 
may definitely aid in arriving at the specific 
diagnosis. For example, take a group of meas- 
urements: (a) hamstring muscle length meas- 
ured by protractor, and (b) total elasticity of 
erector spinal and hamstring muscles measured 
by the distance from fingertips to floor. One 
readily finds the number of cases having short 
back muscles but normal hamstrings muscle 
length. The chart shows 60 cases unable to touch 
the floor with fingertips. Only 45 of these have 
short hamstring muscles so in 15 cases the in- 
ability to touch the floor must be due to short 
back muscles. In each case it is a simple matter 
to compare the length of the hamstring muscles 
with the length of back and hamstring muscles. 
If the patient cannot touch the floor, hamstring 
muscles being normal, the cause undoubtedly is 
restricted back mobility and short back muscles. 
Another example, consider a group of three 
measurements: scapula-spine distance, scapula 
level and upper back muscle power. One might 
expect these three measurements in the upper 
back region to show approximately the same in- 
cidence of deviations from normal in the 100 


_cases. However a striking discrepancy exists in 


the high number of deviations shown in the 


measurements of scapula-spine distance and sca- 
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pula level and the low number with weakness in 
upper back muscles. A high percentage of devia- 
tions in the loose structure of the upper back and 
shoulder girdle is not surprising but one logically 
looks for a corresponding high percentage of 
weakness in the upper back muscles. Only one 
third of the cases with lateral deviations in the 
upper back have weak upper back muscles. Con- 
sequently one may conclude that such functional 
deviations are due to unequal tension in the 
short shoulder girdle muscles rather than to 
weakness in the large erector spinal muscle 
group. 
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postural defect can be more accurately appraised, 
Even though the cases referred to the Posture 
and Corrective Exercise Clinic have already been 
diagnosed as general poor posture cases or scoli- 
osis cases, a specific analysis is necessary in order 
to prescribe an effective exercise program. Until 
such correct analysis of specific conditions is 
made, one cannot proceed to rational prescrip- 
tion for treatment and exercise program. 
Treatment and exercise programs are not with- 
in the scope of this report nor were they within 
the range of “Evaluation of Posture Based on 
Structural and Functional Measurements.” The 
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F igure 8. 


(1) Scapulae-Spine Distance. A 


total number of unequal scapulae-spine distances. B = left 


scapulae-spine distance smaller. C = right scapulae-spine distance smaller. 
(2) Scapulae Level. A == total number of unequal scapulae level. B = left scapulae higher. C 


right scapulae higher. 


(3) Level of Anterior Superior Spine of Ilium Level. A 


left ilium higher. C = right ilium higher. 


(4) Leg Length Measurement. A = total number of unequal leg lengths. B: 


C = right leg shorter. 
(5) Pelvic Tilt Angle. A = 
C = increased angle. 


total number of increased or decreased angles. B 


total number of unequal levels. B 
lejt leg shorter. 


decreased angle. 


(6) Pectoral Muscle Elasticity. A = total number of shortened pectoral muscles on both sides. 
B = left pectoral muscles shorter. C = right pectoral muscles shorter. 

(7) Hamstring Muscle Length. A = shortened hamstring muscles. 

(8) Hamstring and Posterior Back Muscle Length. A = total number with muscle shortness. 

(9) Total Abdominal Muscle Power and Holding Power. A = total number of cases with weak- 


ness in abdominal muscles. 


(10) Lower Erector Spinal Muscle Power and Holding Power. A = total number of cases with 


weakness in lower erector spinal muscles. 


(11) Upper Erector Spinal Muscle Power and Holding Power. A 


weakness in upper erector spinal muscles. 


total number of cases with 


(12) Position o; Feet. A = total number of cases with valgus or verus position. 
(13) Chest expansion. A= total number of cases with abnormally smali chest expansion. 
B (shaded area) = number of cases with a low normal or slightly abnormal small chest expansion. 


In this report we have presented exact tabula- 
tions and a graphic representation of findings 
resulting from measurements and tests described 
in the first article of this series. While this report 
is not conclusive, a study of the data is convine- 
ing as to the necessity for measurements and 
tests providing quantitative data. By such tests 
and measurements the extent and condition of any 


preliminary examination, by tests and measure- 
ments, for such analysis has been emphasized in 
both articles since such examination must be the 
basis for effective individual treatment. In a later 
article consideration will be given to treatment 
and exercise programs with reports on the results 
of treatment, based on functional and structural 
measurements and tests. 
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PHYSICAL THERAPY SECTION: 


Its Scope and Employment Opportunities 


Part I* 


(Editor’s Note: The following four articles are 
the first of a series designed to show the scope of 
physical therapy. These will describe briefly the 
various types of physical therapy employment 
opportunities in hospitals, large and small, fed- 
eral and nonfederal; in physician’s offices; in spe- 
cial fields such as cerebral palsy programs, crip- 
pled children’s programs, and others. It is hoped 


Physical Therapy 


they may be helpful to those considering entrance 
into the profession of physical therapy, to stu- 
dents already in training, to members of allied 
fields and others interested in physical therapy, 
to physical therapists who may wish to learn 
more about the various aspects of their profes- 
sion, and particularly to discharged service per- 
sonnel selecting new jobs in the field.) 


in a State Crippled 


Children’s Service 


In the physical therapist's work with a state 
crippled children’s service, there is a diversity of 
duties and a variety of workers with whom the 
physical therapist comes in contact. If one enjoys 
working with people and particularly with chil- 
dren, this type of position will be most satisfying. 


With the passage of the Social Security Act 
by the Federal Government in 1935 great impetus 
was given to treatment programs for handicapped 
children throughout the country. This act made 
possible the development of a nationwide pro- 
gram with extension of the work already being 
done in many places by private agencies. It pro- 
vided for enlargement of the official agencies’ 
programs for case finding, diagnosis and follow- 
up of children with actual or potential crippling 
conditions. As a rule crippled children’s services 
care for children up to 21 years of age and no 
child is denied care because of the family’s in- 


"Acknowledgment: This series of articles was contributed by 
the following: Margaret S. Arey, R.N., Supervising Instructor 
in Public Health Nursing (Orthopedics) and Technical Super- 
visor of Physical Therapists, Services for Crippled Children, 
Massachusetts Department of Public Health; Elizabeth C. Ad- 
doms, M.A., Technical Director, New York University, Division 
of Physical Therapy, New York City; Drs. Donald A. and 
Nila K. Covalt of the Veterans Administration, Washington, 
D. C., and A. W. Reggio, M.D., United States Public Health 
Service, Washington, D. C. 


ability to pay for treatment. 


Whereas formerly a crippled child was defined 
ordinarily as one having a specific orthopedic 
disability, the definition gradually has become 
broader and is now interpreted to include other 
handicapping conditions such as deafness, heart 
disease and diabetes. Some of the more common 
types of cases found in crippled children’s service 
are poliomyelitis, birth palsy, club foot, scoliosis, 
spina bifida, torticollis, rickets, cerebral palsy, 
dislocated hip, flat feet and poor posture. Cases 
are found and referred by local public health 
nurses, private physicians, school superintendents 
and others. 

The aims of any state service for crippled chil- 
dren include location as early as possible of all 
children with crippling conditions, prevention of 
crippling, maximum physical restoration, social 
and emotional adjustment to life at home and in 
the community, and helping the patient to take 
advantage of opportunities for education and 
vocational training. Programs for crippled chil- 
dren consider all aspects of the individual includ- 
ing general health, social and emotional problems. 


- The whole child is considered in treatment and all 


workers strive jointly to aid in carrying out the 


243 








244 


physician’s recommendations. 

Each state varies in its plan as its program is 
necessarily built around individual needs, prob- 
lems and limitations regarding finances and per- 
sonnel. Many states are divided into units each 
of which is headed by a health officer. The per- 
sonnel of each may include a supervising nurse, 
a physical therapist, a medical social worker, 
a nutritionist and a vocational rehabilitation 
worker. Some state programs have been operating 
for many years with comparatively complete 
staffs while others have relatively few physical 
therapists, public health nurses, or other workers. 

Positions available, eligibility requirements and 
salaries vary tremendously from state to state. 
Types of physical therapy positions include staff 
physical therapist, physical therapy supervisor 
and public health nurse-physical therapy consult- 
ant. Requirements for the staff physical therapist 
are, in some states, graduation from an approved 
school of physical education or an accredited 
school of nursing and completion of an approved 
course in physical therapy. Salaries range from 
approximately $1800 to $2400. 

The physical therapy supervisor, in addition to 
being a graduate from an approved school of 
physical education and an approved course in 
physical therapy, must have had several years’ 
experience in physical therapy. Salaries for this 
position vary from $2400 to $2800. 

The position of public health nurse-physical 
therapy consultant may require a college degree 
plus completion of approved courses in nursing, 
physical therapy and public health nursing with 
experience in the field of public health nursing. 
Salaries range from $2400 to $3000. 

In addition to the basic salaries quoted, there 
have been in almost all instances temporary war- 
time increases which in many states are being 
made permanent due to the rise in living costs. 
Most states have retirement policies in effect as 
well as Civil Service status for their personnel, 
and several states also are adopting the Merit Sys- 
tem. Many states have in-service training pro- 
grams. Federal scholarships are available for 
further study for which leaves of absence are 
granted. The physical therapist’s travel expenses 
usually are paid while she is in the field and a 
car often is provided by the state. If the physical 
therapist uses her own car, she usually is reim- 
bursed for mileage. 

There is a great contrast between the physical 
therapist’s work in a hospital or office and that in 
the field with a crippled children’s service. In the 
latter, much of the work is in rural areas where 
there may be great distances to travel between 
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patients. Work is slowed down in bad weather 
when traveling is difficult. The modalities usually 
employed are baking, massage, exercises and 
hydrotherapy. Equipment may consist of portable 
lamps, treatment tables, full-length mirrors, walk- 
ing aids, Sayre head slings and Montessori 
boards. Often the physical therapist skilfully im- 
provises equipment. 

Activities of the staff physical therapist in the 
agency may include work in clinics, participation 
in post-clinic conferences with the other clinic 
personnel, visits both in homes and in treatment 
centers, and instruction of the patient and the 
mother. She has conferences with the supervising 
public health nurse, the social worker, the nutri- 
tionist, the speech correctionist, the local public 
health nurse and the bracemaker. There also are 
records and reports to be written. 

The physical therapy supervisor directs the 
physical therapy work done in the agency and 
advises and assists the staff physical therapists, 
correlating their work with that of the nurses. 
She reviews the physical therapy needs in the state 
and plans jointly with the public health nurse- 
physical therapy consultant for the coordination 
of physical therapy and nursing services. 

The public health nurse-physical therapy con- 
sultant has a single or dual role depending on 
whether or not there is a physical therapy super- 
visor on the staff. She serves as consultant to the 
nursing staff and as the liaison between physical 
therapists and local public health nurses in the 
community. If there is no physical therapy super- 
visor, she supervises the staff physical therapists 
and gives them advice and help; she also reviews 
the nursing and physical therapy needs of the 
state. If the staff includes both a physical therapy 
supervisor and a public health nurse-physical 
therapy consultant they work closely together and 
correlate their services. 

The number of clinics varies among state pro- 
grams. One state has ten regular clinics held each 
month while another has thirty-five centers with 
clinics held once or twice a year. Clinic consult- 
ants are well qualified orthopedic surgeons, all of 
whom are Diplomates of the Board of Orthopedic 
Surgery. 

The physical therapist usually has a case load 
of from 150 to 250 patients. In some states she is 
able to see each patient once or twice a week while 
in others it may be every second or third week. 
The number of treatments given in a day varies 
with the individual situation and with travel time 
involved. In an average day devoted to home 
visits, the physical therapist sees perhaps eight 
patients, giving treatments to about six. In a treat- 
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ment center she gives an average of ten or twelve 
treatments a day. In some states the emphasis is 
placed on treatment centers with a minimum of 
home visiting while other states have the opposite 
arrangement. 


The physical therapist ideally works closely 
with the local public health nurse in the commu- 
nities into which she goes since the local nurse 
is keenly interested in many patients of the crip- 
pled children’s agency and she will be most help- 
ful in assisting the physical therapist in the follow- 
up of cases. 


In summary, physical therapy in a state crip- 
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pled children’s service has many facets. There 
must be close cooperation with co-workers and 
with the personnel of the various community 
agencies. The goal of the whole team is to prevent 
needless crippling conditions and to obtain the 
best possible care for each child through a well 
rounded program which considers the physical, 
social and emotional aspects of his health. 

NOTE: For additional information concerning 
the program in any specific state the reader is 
referred to the official state agency caring for 
crippled children, the list of which can be found 
in the Children’s Bureau pamphlet No. 293, “Facts 
About Crippled Children,” 1944. 





Physical Medicine in the Public Health Service 


The U. S. Public Health Service maintains 26 
marine hospitals varying in bed capacity from 
25 to 1000 with a total bed capacity of about 
8,700 and an out-patient load of around 1,000,000 
in the 12 month period ending June 30, 1946. 
In addition, some 120 Medical Relief Stations 
are scattered throughout the 48 States, Alaska, 
the Canal Zone, Puerto Rico, Hawaii and the 
Philippines in which approximately 3,000,000 
visits by beneficiaries are made annually. 

The Service maintains hospitals also at Fort 
Worth, Texas, for neuropsychiatric cases and at 
Lexington, Kentucky, for narcotic addicts and 
psychotic patients. These two hospitals add an- 
other 2,200 beds. The Marine Hospital at Car- 
ville, Louisiana, is the National Leprosarium. 
Another, at Fort Stanton, New Mexico, is de- 
voted entirely to the care of patients with tuber- 
culosis. 

Beneficiaries entitled to receive medical care 
from the Public Health Service are: merchant 
seamen, Coast Guard, and dependents; Coast and 
Geodetic Survey and dependents; Public Health 
Service officers and dependents and field person- 
nel; Federal employees injured in line of duty; 
others including war veterans, patients from the 
Army, Navy, Marine Corps, Army Transport 
C ommand, Engineer Corps, patients with Han- 
sen’s disease, foreign seamen and immigrants. 


_ Except for Fort Stanton and Carville, the ma- 
rine hospitals are general hospitals, with about 


98 per cent of the patients being males. Physical 
therapy treatments have been available to bene- 
ficiaries of the Public Health Service since World 
War I, marine hospitals providing both in- and — 
out-patient physical therapy services. This treat- 
ment also is provided in the two mental hospitals, 
in one of the Federal prisons for which the Serv- 
ice provides medical care, and in several of the 
dispensaries, clinics, and medical relief stations. 
The number of physical therapists on the staff of 
each hospital ranges from one to nine. Every day 
each therapist treats from one to 36 patients, 
depending upon the type of disability. In certain 
hospitals they make rounds with the ward sur- 
geons. This practice the Service plans to expand 
to all hospitals as a measure to tutte “de- 
conditioning” of patients. 


Patients are referred for physical ui, by 
medical, surgical, orthopedic, psychiatric, dental, 
and the ear, nose and throat services. The most 
common types of cases are: arthritis, fractures, 
nerve injuries, mental disturbances, poliomyelitis 
and paraplegics. All types may be cared for at 
all hospitals. 

Equipment most frequently used by Public 
Health Service physical therapists includes: 
whirlpools; hot pack apparatus; electric cabinets 
and showers; short wave diathermy apparatus; 


' galvanic, faradic'and sine wave machines; lamps, 


both infra-red and luminous heat; portable mer- 
cury vapor type lamps, both air cooled and water 
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cooled; mercury vapor solarium units; the car- 
bon are type ultraviolet lamps (portable and 
solarium), and cold quartz type ultraviolet lamps. 


Technics used are: heat, massage, exercise, 
iontophoresis, muscle testing, muscle training, 
and orthopedic strapping. In the treatment of 
poliomyelitis, an adaptation of the orthodox and 
of the Kenny treatments is used. Fever therapy 
is a responsibility of the nursing service at most 
hospitals. 


Recently, as a result of the recognition of the 
important part physical therapy plays in rehabili- 
tation, Surgeon General Thomas Parran ap- 
proved a survey of physical therapy departments 
of the Public Health Service to determine needs 
for the training of personnel and installation of 
adequate equipment. 


Following this survey, a section of physical 
medicine and rehabilitation was created in the 
Hospital Division and a long range program has 
been instituted which will bring physical medi- 
cine and rehabilitation to full development in the 
marine hospitals and medical relief stations of 
the Service. Under this plan, the hospitals 
will ultimately have a section, supervised by 
physicians especially trained in physical medi- 
cine, and fully integrated with other medical 
services. Physical and occupational therapy will 
be coordinated and a close liaison will be main- 
tained between each hospital’s physical medicine 
and rehabilitation section and the local vocational 
rehabilitation agency. The medical social service 
department will serve as a necessary adjunct to 
the successful completion of treatment. 


Hospitals at San Francisco, Boston, and Staten 
Island have become affiliated with schools of 
physical therapy approved by the American Med- 
ical Association, and the one at Galveston, Texas, 
will have completed similar arrangements shortly. 
This close cooperation between the Public Health 
Service and approved training schools will be of 
mutual benefit. As its purpose is primarily for 
training, the hospital will receive valuable service 
from students and the Public Health Service will 


THE PHyYsIOTHERAPY REVIEW 





Vol. 26, No. 5 


find that it creates a potential source for recruit- 
ment. 

The origin of the Public Health Service dates 
back to 1798 when Congress passed an act pro- 
viding for the relief of sick and disabled seamen. 
For man; years thereafter, it was known as the 
Marine Hospital Service. However, due to the ad- 
ditional responsibilities subsequently delegated 
by Congress—foreign and interstate quarantine, 
the medical examination of immigrants, research, 
and assistance to State health departments—the 
title later was changed to the U. S. Public Health 
Service. 

The Service is administered by a corps of com- 
missioned officers. In addition to the Regular 
Corps, the Service is authorized to commission 
officers in a Reserve Corps. Physicians, dentists, 
engineers, pharmacists, scientists, dietitians and 
female nurses and female physical therapists are 
eligible to receive commissions. 


In June 1945, an Executive Order declared 
the Commissioned Corps to be a military service 
with the same benefits, status, discipline, and ob- 
ligations as members of the armed forces. 

In addition to the Corps, personnel of the Pub- 
lic Health Service includes thousands of highly 
skilled civil service employees. 

To qualify for a position as physical therapist 
in the U. S. Public Health Service, either as a 
commissioned officer or a civil service employee, 
the candidate must be a graduate of a school of 
physical therapy which is approved by the Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association. 


The Public Health Service will play a leading 
role in the field of physical medicine and reha- 
bilitation. It offers a future for physical and 
occupational therapists which will provide rich 
experience, satisfaction in services performed, 
and economic security. 

Further information and applications may be 
obtained by writing to Doctor Thomas Parran, 
Surgeon General, U. S. Public Health Service, 
Washington 25, D. C. 





Physical Therapy in the Cerebral Palsy Field 






could be provided. This figure is arresting. Never- 
theless, it is based on the most accurate statistics 
available and is a conservative estimate. The un- 
fortunate truth, of course, is that many of these 


In this country there are enough educable 
children suffering from the effects of cerebral 
palsy to keep 3750 full-time physical therapists 
very busy if adequate treatment for all of them 
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disabled boys and girls are not receiving sound 
treatment of any kind. That fact is a challenging 
aspect of the problem we face, a problem which 


at long last is being earnestly attacked through 


medical, educational and administrative chan- 
nels as the result of public awakening to a 
pressing national need. The United States has 
become cerebral palsy conscious. To borrow a 
phrase, our “mental awareness” has reached the 
point where demand for physical therapists to 
work in this field far exceeds the supply. Such a 
situation obviously spells opportunity for those 
in our ranks who are personally and profes- 
sionally qualified to fill the available positions. 

Personally qualified? In addition to the char- 
acteristics essential to success and advancement 
in any branch of physical therapy, the person 
who selects cerebral palsy as her special interest 
must possess an abnormally large reservoir of 
patience and must have a natural talent for 
teaching children. Professionally qualified? Req- 
uisites are membership in the American Registry 
of Physical Therapy Technicians or in the Ameri- 
ican Physiotherapy Association, either of which 
should guarantee at least an elementary knowl- 
edge. of neuroanatomy and of the pathology 
producing spastic, athetoid and ataxic symptoms. 
She also should have extensive training in meth- 
ods of teaching voluntary relaxation and thera- 
peutic exercise. Some knowledge of corrective 
speech education also will prove an invaluable 
aid. Unless the physical therapist is to work un- 
der direct supervision of an experienced person, 
she should spend a few weeks observing and prac- 
ticing in one or more institutions or departments 
specializing in cerebral palsy therapy. 

Employment possibilities include the follow- 
ing : 

(1) Hospital physical therapy departments for 
treatment of both in-patients and out-patients. 

(2) Hospital school cerebral palsy units, both 
day and resident. 

(3) Convalescent home physical therapy de- 
partments. 

(4) Public school special classes for physically 
handicapped pupils of various types and for 
cerebral palsied children only. 

(5) Public schools for physically handicapped 
children. 

(6) Private schools (some of which receive 
partial state, municipal or organization support) 
for physically handicapped children of various 
types or for cerebral palsied children only. 


(7) Crippled children’s services (physical ' 


therapy consultant). 
_(8) Public health agencies’ orthopedic serv- 
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ices, e.g., state public health nursing programs 
and visiting nurse associations. 

(9) Rehabilitation institutes, publicly or pri- 
vately supported. 

(10) Private offices of orthopedic surgeons 
and doctors of physical medicine. 

The above list is far from complete and prob- 
ably can be amplified by any reader of this 
article. 

For those who do not wish to limit themselves 
to the treatment of one disease, it frequently is 
possible to combine physical therapy for both 
cerebral palsy and poliomyelitis in a given posi- 
tion. Related fields include also the treatment of 
motor disabilities produced by postnatal injury 
to the central nervous system. Our veterans’ hos- 
pitals are full of men thus seriously crippled. 
Many of these patients who may be helped by 
physical therapy are finding their way into civil- 
ian institutions where they seek treatment. 

To return to our main topic of cerebral palsy 
therapy, a physical therapist with good health 
and spirit should be expected to treat not more 
than nine patients a day if she is to devote the 
time necessary for eliciting a good active re- 
sponse. This estimate assumes that the physical 
therapist is not required to travel, that her work 
is limited to individual treatments and that she 
is employed on an eight hour a day basis. If her 
program includes supervision of group activities, 
as it should in many situations, the number of 
treatments she can give will be fewer. It is essen- 
tial also that time be scheduled for periodic con- 
ferences between parents and physical therapist 
for exchange of information and suggestions 
aimed to benefit the patient. Staff meetings are 
likewise a time-consuming necessity. 

Though this discussion is primarily concerned 
with physical therapy, it should be remembered 
that the proper care of cerebral palsied children is 
not a one-profession undertaking. Good per- 
manent results are secured by close cooperation 
of patient, parents, physician, physical therapist, 
psychologist, social service worker, academic and 
vocational training teachers and any other per- 
sons who by virtue of their special abilities are in 
a position to help the patient “live to the limit of 
his capabilities within the limits of his disabil- 
ities,” The guidance and training of boys and girls 
with cerebral palsy should be matters of long term 
planning. 

Concerning equipment, little may be said 
here since the specific situation determines in 
great measure what can be purchased and in- 
stalled. A skilled physical therapist with her heart 


in her work can accomplish much with nothing 
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more than a quiet room containing a fairly broad 
treatment table, mattress, sheets, about twelve 
feet of rubber matting on the floor, a small gym- 
nasium bench, a chair and perhaps fifteen dollars 
worth of carefully selected utensils and _play- 
things.' Though a stock of good equipment is a 
definite aid in. therapy, the central requirement is 
a physical therapist who knows her job thor- 
oughly and likes it. 


‘For suggestions on equipment that is of great assistance the 
reader is referred to (1) /mprovised Equipment for the Physi- 
cally Handicapped by Margaret S. Arey, published and distrib- 
uted by the Joint Orthopedic Nursing Advisory Service of the 
National Organization for Fublic Health Nursing and the 
National League of Nursing Education, 1790 Broadway, New 
York City 19 and (2) Handtook on Physical Therapy for 
Cerebral Palsy by Esther Hutchinson and Elizabeth H. Lanctot 
published by the Ohio Society for Crippled Children, Inc. and 
distributed by the State Department of Education, Division of 
Special Education, Columbus, Ohio. 
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Salaries for physical therapists specializing in 
cerebral palsy vary so much according to locality 
and source of employment that no statement of 
average range would be helpful. Certainly a phys- 
ical therapist who is well qualified by personality 
and education but who is relatively inexperienced 
in cerebral palsy therapy should expect to receive 
not less than $2100 for full-time work without 
maiatenance. 

If patients referred for treatment are conscien- 
tiously selected by physicians who understand not 
only cerebral palsy but also the possibilities and 
limitations of physical therapy, and if the same 
time, care and skill are spent on their treatment 
as on that of other crippled children, results ob- 
tained with cerebral palsy patients should be re- 
warding to the patient and to all concerned in 
his welfare. 





Physical Therapy in the Veterans Administration 


When Major General Paul R. Hawley, Chief 
Medical Director for the Veterans Administra- 
tion, first took over veterans’ medical care, he 
had two aims: first, to provide the very best 
medical care possible for sick and injured vet- 
erans, including improved facilities and an ele- 
vation of professional medical standards; second, 
to establish a complete medical rehabilitation pro- 
gram. 

In order to accomplish this latter aim, General 
Hawley immediately created in his Washington 
office a Medical Rehabilitation Service for all 
veterans hospitals. He is determined that every 
wounded veteran shall have his opportunity for 
physiological, psychological, social and economic 
rehabilitation, and that this program must begin 
in the hospital. 

The assistant medical director in charge of 
medical rehabilitation is directly responsible to 
General Hawley for the adequate functioning of 
this program. This service includes a complete 
physical medicine department, with assistant 
chiefs directing programs of physical therapy, 
occupational hiteoy, and corrective physical 





rehabilitation. In addition, there are divisions in 
aural rehabilitation for the hard-of-hearing and 
the deaf; for the blind; for educational retrain- 
ing; for industrial therapy, and a complete shop 
program. 


As it is impossible for any group of people in 
one office building in Washington to manage the 
multitude of affairs of the Veterans Administra- 
tion, General Bradley has undertaken a plan of 
decentralization, through which the operating 
functions of his organization will be delegated 
to branch managers in various parts of the coun- 
try. Thirteen such branch offices have been estab- 
lished. Each represents a smaller version of the 
Washington central office, and is responsible for 
the successful operation of all regional offices and 
hospitals in its area. In each of these branch 
offices, there will be a pliysician, experienced in 
medical rehabilitation, who will supervise and 
guide the program in all of the hospitals of that 
area. He normally will be assisted by a medical 
administrative specialist, with extensive and valu- 
able training in rehabilitation in the Army or 
Navy. 
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There are several regional offices and sub- 
regional offices in each area for the execution of 
designated administrative, medical and other 
functions, and they also are under complete juris- 
diction of the branch office. There will be phys- 
ical therapy departments in many of the regional 
and subregional offices wherever the patient load 
will justify such a department. The departments 
in the regional and subregional offices are con- 
ducted as out-patient clinics. 

There are physical therapy departments in 
every Veterans Administration hospital. The Vet- 
erans Administration now has 112 hospitals; 
more are being taken over from the Army and 
Navy at this time; two are in the process of con- 
struction, and 76 additional ones are to be built. 

These hospitals are divided into three types: the 
tuberculosis hospital, the neuropsychiatric hos- 
pital, and the general medical and surgical hos- 
pital. The latter often includes tuberculosis and 
neuropsychiatric wards also. 

The size of the hospitals varies from those of 
150 bed capacity to our largest hospital, the 
Hines-Vaughn Hospital in Illinois, which has a 
3,000 bed capacity. The smallest hospital and the 
smallest out-patient clinic is set up with an ab- 
solute minimum requirement for six treatment 
tables. Only equipment that has been approved 
by the Council on Physical Medicine of the 
American Medical Association is in use in these 
departments, and each of these departments must 
have everything it needs. 

In the future, physical therapists, to be em- 
ployed by the Veterans Administration, must be 
graduates of schools of physical therapy ap- 
proved by the American Medical Association. 
One physical therapist is permitted for every 75 
beds in a general medical and surgical or tuber- 
culosis hospital, and one for every 100 beds in a 
neuropsychiatric hospital. A minimum of two 
physical therapists is in the smallest hospitals. 

The establishment of a Department of Medi- 
cine and Surgery in the Veterans Administration, 
under Public Law No. 293, 79th Congress, effec- 
tive January 3, 1946, in no way affects the Civil 
Service status of physical therapists employed by 
the Veterans Administration, and they are still 
under the Civil Service Commission. The Com- 
mission has granted the professional grades to 
these positions from the b) grade through the 
P-4 grade, which is for supervisor in the largest 
hospitals. Salaries at present range from $2,644 
to $4,902 base per annum, with overtime for 
more than forty hours work per week. Five per 


cent deductions are made from all salaries for 


retirement. 
The physical therapy treatments in the general 
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medical and surgical hospitals are of the same 
type as would be the treatments in any general 
medical and surgical civilian hospital, with the 
addition of those injuries which have resulted 
from battle casualties. 

The physical therapy program in all the Vet- 
erans Administration tuberculosis hospitals is 
following the new concepts of physical medicine. 
Physical therapists teach relaxation to all pa- 
tients. Two weeks before the patients are allowed 
out of bed for the first time, they are being started 
on a graded, progressive series of exercises to 
stimulate their general muscle tone. The clinical 
results of these exercises are to be carefully 
checked, which makes this program an excellent 
research problem. The physical therapists are be- 
ing trained to give pre- and postoperative exer- 
cises to all chest surgery patients, whether they 
have tuberculosis or some other chest condition, 
in order that postural deformities and stiff shoul- 
ders may be prevented. Diaphragmatic breathing 
only is taught to the patient with tuberculosis. 
Those patients not having tuberculosis are taught 
segmental breathing preoperatively, in order that 
an individual lobe may be expanded as indicated. 
Chest surgery centers have been established in 
several of the general medical and surgical and 
tuberculosis hospitals. 

In neuropsychiatric hospitals it is planned that 
in addition to routine hydrotherapy treatments, 
physical therapists will teach relaxation, and give 
massage (stimulative or sedative), muscle re- 
education, and therapeutic exercise as indicated, 
with special emphasis on posture training. 

Hospital centers have been established in six 
localities throughout the country for those pa- 
tients with spinal cord injuries. There are over 
two thousand patients with such injuries in the 
United States today who are survivors of World 
War II, because of advances in medical and sur- 
gical care which have been developed for this 
type of patient during the present war period. 
A physical therapist does muscle testing, muscle 
reeducation, massage, and other physical therapy 
procedures as indicated, and coordinates the 
physical therapy program with the corrective 
physical rehabilitation program to teach these 
patients the functional activities that are so neces- 
sary for daily living. 

The physical therapist in the Veterans Admin- 
istration hospital, then, has a well-rounded pro- 
gram of all types of physical therapy procedures, 
with no one procedure predominating, except the 
special work in tuberculosis, chest surgery and in 
psychiatric hospitals. All the newer methods of 
treatments will be given to patients in Veterans 
Administration hospitals, and it is planned that 
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these departménts will continue to be up-to-date 
in every way, with an adequate number of phys- 
ical therapists and the best and most up-to-date 
equipment possible. Refresher courses will be 
offered from time to time, or conferences or short 
courses will be given to keep everyone informed 
of new trends and new treatment methods. 

The work of the physical therapy department 
is coordinated with the other departments of the 
Medical Rehabilitation Service. The physical 
therapist is responsible for the muscle testing and 
muscle reeducation for all patients, in addition 
to the other regular duties. Corrective physical 
reeducation personnel instructors, who also are 
directly responsible to the Chief of Physical 
Medicine, are graduates of schools of physical 
education and have had extensive training in re- 
habilitation services. These men are responsible 
for the corrective and general exercises in 
order to keep up general body tone of the pa- 
tients. These men will do much of the work with 
braces and crutch walking on the severely injured 
patients. He does much of the functional train- 
ing, but he and the physical therapist often will 
be working together on the same patient. The oc- 
rr pss therapist and the physical therapist 
will be working together also. The doctor of phys- 
ical medicine will have prescribed each or all of 
these three services as indicated, and will have 
coordinated the physical medical program with 
the education and shop retraining program. 

Special centers for the hard-of-hearing, the 
deaf, and the blind have been established. These 
patients will take part in the medical rehabilita- 
tion program also, and the full program will be 
offered to them, adapted to fit their special needs. 

Thus it will be seen that the physical therapist 
becomes part of a very important team, and each 
member of the team has to carry his full load 
that the program of medical rehabilitation may 
be developed to its fullest capacities. 

In conclusion, it should be pointed out once 
more that General Hawley wishes a complete 
program of rehabilitation in every Veterans Hos- 
pital in the United States, in order that every 
injured veteran will not alone have the finest in 
medical and surgical care available for him, but 
also to insure that every patient may be restored 
to the highest possible standard of mental and 
physical condition. In this manner, the greatest 
possible percentage of veterans should be able to 
return to their communities to live, to work and 
to produce for themselves, their community and 
their country. 

There is a great need for qualified physical 
therapists in our Veterans Administration hospi- 
tals today. They are particularly needed in the 
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tuberculosis and neuropsychiatric hospitals. To 
work in either of these two types of hospitals 
would be most stimulating and interesting from 
the standpoint of research, for there is much to 
be done along these lines. A physical therapist 
should not fear contacting tuberculosis if she 
works in a tuberculosis hospital, since aseptic 
technics and the education of the patient himself 
to protect others makes the chance for contact 
from tuberculosis far less in the hospital than 
that of living in a civilian community. 

Application for a position in physical therapy 
should be made out in duplicate on Form 57 and 
mailed to the deputy administrator of one of the 
branch offices, marked attention of branch medi- 
cal director, or filed directly at any Veterans 
Administration hospital, center or regional office. 
All appointments to positions in physical therapy 
are made by the hospital or regional office after 
eligibility has been determined by the branch 
office. Notification of appointment will be ad- 
dressed directly to the applicant, who will be 
required to take a physical examination before 
being sworn in. 

Preference of location may be stated when ap- 
plication is made to the branch office. Stated pref- 
erence of location will be considered, although no 
guarantee of assignment can be given. Appointees 
pay their own expenses to the location of their 
first assignment. Subsequent transfers, when in 
the interest of the service, are made at Govern- 
ment expense including movement of household 
effects and dependents. Assignment may be ac- 
cepted in the nearest hospital pending an oppor- 
tunity for transfer to the preferred location or to 
a new station. 

Living quarters ordinarily are not available at 
the hospital but may be obtained in nearby com- 
munities. The station will assist you in every way 
possible. When Government quarters are occu- 
pied, the cost is $480 a year. This includes sub- 
sistence. 

Out-patient physical therapy treatments, when 
not available in Veterans Administration hospi- 
tals or regional offices, are arranged for on a con- 
tract basis by the chief medical officer in a Vet- 
erans Administration installation serving the area. 
The contracts for such treatments definitely speci- 
fy that the treatment be prescribed by a physician 
and that they be administered by qualified phys- 
ical therapists. 

As information concerning Government posi- 
tions is subject to change, those interested should 
inquire at the nearest U. S. Post Office, U. S. Civil 
Service Commission Office, or Veterans Adminis- 
tration hospital, regional office, center or branch 
office, for the most recent data. 
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Schools Approved for Training Physical Therapists 
By Council on Medical Education and Hospitals of the American Medical Association 























Entrance} Length Certificate, 

Name and Location of School Medical Director | Technical Director | Require-| in Classes | Tuition on. sacl 

| ments* | Months; Start | Dip 
en Cert. or 
Children’s Hospital, Los Angeles! Samuel S. Mathews. Lily H. Graham.... a-b-c 14 Sept $200 Degree 
College of Medical Evangelists, ‘ Cert. or 

Los Angeles'................ F. B. Moor........ A. H. Carlson. ..... a-b-c 12 Sept $225 Degree 
University of Southern California, Charlotte W. Cert. or 

Los Angeles O. L. Huddleston. . . Anderson a-b-d* 12 Sept $496 Degree 
University of California Hospital, 

San Franciseo'.............. Frances Baker...... Margery Wagner... a-b 12 Sept $150 Certificate 
Stanford University, Stanford Cert. or 

University, Calif.*........... Wm. Northway..... Lucille Daniels. . a-b-d* 12 Jan June $500 Degree 
Northwestern University Medical 

School, Chicago. ............ John S. Coulter. ... . Gertrude Beard..... a-b-d 12 Oct $300 Certificate 
State University of lowa Medical Cert. or 

School, Iowa City........... W. D. Paul........ Olive C. Farr....... b-c 12 Sept $200 Degree 
University of Kansas School of Cert. or 

Medicine, Kansas City, Kans.. Gordon M. Martin.. Ruth G. Monteith...  a-b-c* 12 FebSept 70* Degree 
Bouve-Boston School of Physical 

Education, Boston........... Arthur L. Watkins.. Constance K.Greene HS. 36 Sept $400 yr. Degree 
Harvard Medical School, Boston. James W. Sever.... Janet B. Merrill.... a-b-d 9 Varies $300 Certificate 
Boston University College of 

Physical Education for Women: 

Sargent College, Cambridge Cert. or 

FE 6c ce 0s Sees echidna bat Louis Howard. ..... Adelaide McGarrett. HLS. 36 Sept $435 yr. Degree 
University of Minnesota, Minne- 

RE ar Miland E. Knapp... Ruby M. Green ...._ H..S. 36 Oct $126 Degree 
Barnes Hospital, St. Louis... . . . F. H. Ewerhardt.... Beatrice F. Schulz... a-b-d 12 Oct $200 Certificate 
St. Louis University School of 

Nursing, St. Louis'.......... Alexander J. Kotkis.. St. Mary Imelda.... 1S. 36 Sept $300 Degree 
\lbany Hospital, Albany, N. Y.. John W. Ghormley. Catherine Graham..  4-h-¢ 9 Sept $200 Certificate 
Columbia University, New York Cert. or 

MUNG fo gt BR eo ck ds cag Wm. B. Snow...... JosephineL.Rathbone a-b-c lor2yrs Sept $450yr. Degree 
New York University School of Cert. or 

Education, New York City’... George G. Deaver... ElizabethC. Addoms  a-b 12 Sept $525 Degree 
Duke University School of Medi- 

cine, Durham, N. C.'........ Lenox Baker....... Helen Kaiser....... a-b-d 12 Oct $300 Certificate 
D. T. Watson School of Physical 

Therapy, Leetsdale, Pa.'. .. . . Jessie Wright....... Kathryn Kelley.... a-b-d 12 Oct $300 Diploma 
Graduate Hospital of the Uni- 

versity of Pennsylvania, Phila- Katherine 

delphia, ee ee George M. Piersol.. . S. Sutherland... ... a-b 12 Sept $300 =Certificate 
University of Texas School of 

Medicine, Galveston ........ G. W. N. Eggers.... Ruby Decker... .... a-b-d 12 Jan $141‘ Certificate 
Baruch Center of Physical Medi- 

cine of the Medical College of Cert. or 

Virginia, Richmond, Va.'..... Frances Hellebrandt Josephine Buchanan, a-b-<d* 12 Sept $262 Degree 
University of Wisconsin Medical Cert. or 

School, Madison'............ Elizabeth Grimm... Margaret Kobli..... a-b-c* 12 Sept $954 Degree 





“Courses are so arranged that any of the entrance-requirements 
will qualify students for training. a=Graduation from ac- 
credited school of nursing; b=Graduation from accredited 
school of physical education; ¢=Two years of college with 
Science courses; d = Three years of college with science courses; 


H.S.= High school graduation. 


‘Male students are admitted. 
*High school graduates accepted for a four-year course leading 
to A.B. degree; students admitted quarterly and tuition is 
$166.65 per quarter. 
*High school graduates accepted for four-year college course. 
‘Nonresidents charged additional fee. 
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Within the past few years there has been a 
rapid development in the field of physical medi- 
cine, and it is now recognized as a distinct and 
important medical specialty. The three major 
fields embraced by physical medicine are: (1) 
physical therapy and the employment of physical 
agents in diagnosis, (2) occupational therapy 
and (3) reconditioning of the convalescent pa- 
tient. 

As the result of a survey the Baruch Committee 
decided that the chief needs for proper develop- 
ment of physical medicine are (1) an adequate 
supply of physicians who can teach and use phys- 
ical medicine, (2) more extensive basic and 
clinical research in physical medicine and (3) 
proper use of physical medicine in relation to re- 
habilitation. Many of the leading medical schools 
in this country have established teaching centers 
and programs of research in the fundamental as- 
pects of physical medicine. The Massachusetts 
Institute of Technology has a plan which permits 
certain qualified physicians to spend some time 
studying biophysics, electronics and instrumenta- 
tion as related to medicine. Recent developments 
in the field of electronics present possibilities 
which are almost beyond imagination. 

The subject of rehabilitation received much 
attention during the war, and the experience 
gained in the various military hospitals has 
helped develop this important phase of physical 
medicine. The physical reconditioning of the dis- 
abled includes not only physical therapy and oc- 
cupational therapy but also the provision of edu- 





Vol. 26, No. 5 


cational and recreational programs. The value of 
such a broad program of treatment has been 
established in the army and navy hospitals and 
has considerably broadened the conception of 
physical medicine. 

One of the outsianding exhibits at the recent 
American Medical Association convention in San 
Francisco was that of physical medicine. The 
great numbers and keen interest of physicians 
viewing the exhibit further emphasize the growth 
and recognition of physical medicine. 

As the field of physical medicine expands so 
will those professions which are an integral part 
of it. Physical therapists must be informed con- 
cerning new developments and be aware of the 
trends in treatment. Our growth depends upon 
the intelligent practice of physical medicine, and 
it is our responsibility to be interested in its 
future. 


The American Physiotherapy Association is to 
have an exhibit at the American Hospital Asso- 
ciation convention which is being held in Phila- 
delphia, September 30 to October 3, 1946. 


Pictures—1946 Conference 

If anyone has any good pictures taken at the 
Blue Ridge conference, please send a print of 
each to the National Office for our permanent 
record file and other uses. 
Army Status 

We have just been informed that Senate Bill 
2481 and HR 7168 to establish the Army Nurse 
Corps; the Dietitian Corps; the Physical Therapy 
Corps and the Occupational Corps in the Medi- 
cal Department of the regular Army, and in the 
Officers Reserve Corps and for other purposes 
was introduced late Friday, July 26, 1946. No 
action was taken before Congress adjourned on 
August 2, 1946; therefore, the bill will be con- 
sidered when Congress reconvenes in January 
1947. 


Male Physical Therapists Needed 

Qualified male physical therapists are needed by 
the United States Public Health Service to fill po- 
sitions in (1) hospitals under the Mental Hygiene 
Division at Fort Worth, Texas, for teaching and 
hydrotherapy, and at Lexington, Kentucky, for 
hydrotherapy; (2) Marine Hospital at Chicago, 
Illinois, and at Staten Island, New York, for gen- 
eral physical therapy. 

Apply directly to the Surgeon General, atten- 
tion of Director of Physical Medicine and Re- 
habilitation, Hospital Division, United States 
Public Health Service, Washington 25, D. C. 
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Plans New Columns 


Two new features—personal news items (see 
below) and letters to the editor—are planned for 
the Review, and the cooperation of all our read- 
ers will be necessary. Letters of comment and 
discussion concerning articles that have been 
published in the Review, and queries relative to 
physical therapy will be acceptable. Send your 
contribution now! 


**Review”’ 


Personal News 


Miss Emma E. Schrampf retired on April 1, 
1946, from her work at the New York Orthopedic 
Hospital, New York City, where she started in the 
Physical Therapy Department in 1911 under the 
teaching of Miss Harriet Wilde. Miss Schrampf 
was put in charge of the department in 1915 at 
the time Miss Wilde retired and continued as its 
director until 1940 when electrotherapy and 
hydrotherapy were instituted in the department. 
At that time Dr. William Benham Snow became 
head of the department and Miss Schrampf re- 
mained in charge of the therapeutic exercises in 
the gymnasium. She was retired on a pension after 
thirty-five years of faithful and loyal service. 


Infantile Paralysis Statistics—1946 


Infantile paralysis statistics for the first eight 
months of 1946 show that thirty-two states have 
an increased incidence over 1945. The total num- 
ber of cases for the period January | to August 
31, 1946, is 12,429; for the same period in 1945, 
only 6,156 cases were reported. Areas which de- 
clared an epidemic this year were: Lauderdale 
Co., Ala.; Jones, Lowndes and Forrest Co., Miss. ; 
Minnesota and certain areas of Missouri. 

The number of physical therapists sent out 
this year as of August 31 was 142; during the 
twelve-month period of 1945 only 104 physical 
therapists were sent out. 

Twenty-eight physical therapists, trained on 
National Foundation scholarships, are now work- 
ing on epidemic areas. Twenty-one physical 
therapy students who have completed all but a 
few months of their course are now assisting in 
epidemic areas in the care of infantile paralysis 
patients which will count on their clinical train- 
ing. These students are all on National Founda- 
tion scholarships. 

The number of available physical therapists 
has been increased by recent graduates and phys- 
ical therapists being released from the armed 
services. However, because of the increase in the 
number of requests for emergency assistance be- 
cause of the large number of cases this year, it 
has been just as difficult to obtain the services of 
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physical therapists for epidemic areas, particu- 
larly through August. All requests have been 
filled. The greatest need is for physical therapists 
experienced in the care of infantile paralysis pa- 
tients. Neither the recent graduates, who must 
work under supervision, or army trained physical 
therapists who have not had experience with 
poliomyelitis cases, meet this need. 

Three epidemic aid units have been called out 
in whole or in part to assist in epidemic areas: 

Harvard University: Dr. David S. Grice, physi- 
cian; Lella Dwyer and Elizabeth Gilfoy, physical 
therapists; Jean Hill, orthopedic nurse. Sent to 
Jackson Memorial Hospital, Miami, Fla., in May 
1946. 

Northwestern University: Dr. Emil Hauser, 
orthopedic surgeon; Dr. Arthur Abt, pediatri- 
cian; Anne Prochazka and Jean Sciora, ortho- 
pedic nurse-physical therapists; Bernice Gotaas, 
physical therapist. Sent to St. Francis Hospital, 
Peoria, Ill, August 1946. 

D. T. Watson School of Physical Therapy: 
Mary Kolb, physical therapist. Sent to St. Mary's 
Hospital, Pierre, 5. D. 

Consultants (orthopedic nurse-physical thera- 
pists) from the Joint Orthopedic Nursing Advis- 
ory Service have been available for epidemic 
work through a grant from the National Founda- 
tion. The following have served this summer: 
Louise Suchomel, Margaret Ladd and Kathleen 
Newton. 


Graduation at University of Kansas 


Eleven students completed the prescribed ten 
months physical therapy course at the University 
of Kansas and were presented their certificates on 
July 15, 1946. Dr. Lee Ledger of the University 
of Kansas School of Medicine gave a talk on 
“Physical Medicine.” The sound motion picture 
film “Accent on Use” was shown. The certificates 
were presented by Dr. H. R. Wahl, Dean of the 
School of Medicine. 


Medical and Scientific Books Needed 


The American Book Center for War Devastated 
Libraries, Inc., is collecting and shipping abroad 
scholarly books and periodicals which will be 
useful in research and necessary in the physical, 
economic, social and industrial rehabilitation 
and reconstruction of war torn Europe and the 
Far East. Medical and scientific books and peri- 
odicals published in the last decade constitute 
the most important type of material needed. All 
contributions should be sent to the American 
Book Center, c/o Library of Congress, Washing- 
ton 25, D. C. 





Items of Interest Regarding the 
25th Anniversary Conference 


Total Registration AOD 
Members 347 
Service Personnel — approximately 87 
were in the armed services or had re- 
cently been separated from the services. 
Charter Members 6 
Nonmembers 33 
Guests 43 
Students . 37 


( Duke University, Medical College of 
Virginia, University of Wisconsin, and 
Sargent College of Boston University.) 


Thirty-seven states and the District of Columbia 
were represented. Thirty-two of the thirty-seven 
chapters sent official delegates. 


Guests from the following agencies and or- 
ganizations were present for all or part of the 
conference: Chartered Society of Physiother- 
apists, Canadian Physiotherapy Association, Na- 
tional Organization of Public Health Nurses, Med- 
ical Directors of Physical Therapy Schools, Amer- 
ican Association of Health, Physical Education 
and Recreation, Americar: Occupational Therapy 
Association, National League of Nursing Educa- 
tion, National Society for the Aid to Crippled 
Children and Adults, Veterans Administration, 
United States Public Health Service, Council on 
Medical Education and Hospitals of the Ameri- 
can Medical Association, Harvard Infantile Paral- 
ysis Commission, Baruch Committee on Physical 
Medicine, National Foundation for Infantile Paral- 
ysis, North Carolina State Medical Society, Med- 
ical Department of the United States Army, North 
Carolina State Department of Vocational Re- 
habilitation and Kentucky Crippled Children’s 


Commission. 


Fourteen special luncheons and dinners were 
arranged for the alumnae and students of eleven 
of the schools, including Reed College; for 
chapter groups; the Army physical therapists; 
the Navy physical therapists and physical therapy 
students. 





Banquet — Twenty-Fifth Anniversary 


Informality was the keynote of this year’s an- 
nual conference banquet in Blue Ridge, N. C., 
but there was birthday celebration excitement in 
the air. Bluegate* candles—jumbos and hearts in 
all shades shone on every table. Blue and gold 
souvenir match folders were at every place. The 


*Made by Sherry Ballard—a former member. 
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Reynolds Company provided everyone with a 
birthday present—a package of Camels. 


Over 450 members and guests were present. At 
the head table were our distinguished past presi- 
dents (only two were missing—Inga Lohne and 
Sarah Colby), the first secretary of the Associa- 
tion, guests and the mistress of ceremonies-—Mary 
Singleton, president of the Carolina Chapter. 


Molly McMillan who holds many firsts—first 
Reconstruction Aide to be sworn in during World 
War I, first president of the American Physio- 
therapy Association and first to organize a phys- 
ical therapy school in China, was naturally the 
first speaker. 


Physical Therapy on Three Continents 
Mary McMillan 


Madam Chairman, members of the American Physio- 
therapy Association, I want to take this opportunity here 
and now of telling you how grateful I am to the Execu- 
tive Committee for bringing me here tonight and for 
giving me the privilege of speaking to you on the Twenty- 
Fifth Anniversary. I look around and wonder how many 
in this room ionight attended the first physical therapy 
conference that was held in the Boston School of Physical 
Eduéation twenty-three years ago. I wish they would 
stand. (Pause) I see standing one of our early presi- 
dents. These are some of the pioneers who have created 
and helped to maintain the standards of the American 
Physiotherapy Association for the last quarter of a 
century. 

I have been asked to speak on the establishment of 
physical therapy in China and in America and of my 
ideals regarding this. I feel we have gone through the 
birth pain period in our profession and have come to 
that period when the birth pains are over, for are we 
not celebrating today the Twenty-fifth Anniversary of 
that child? I am going to call this talk “Physical Therapy 
from the Embryo on Three Continents.” 

I want to take you back with me to England. Here it 
was I received my education and my background in 
physical therapy. After two years in college where I was 
working toward a B.A. degree I decided to break away, 
greatly against my family’s wishes, to do that which | 
had wished to do more than anything else in the world 
for over a year. The Liverpool Gymnasium had been of- 
fering a two year course in physical education, or “phys- 
sical culture and corrective exercises” as it was called. 
It early became apparent that my interest lay in correc- 
tive work; I think I can say my first and last love, for 
there is no place today where I feel more at home than 
in a hospital physical therapy clinic. At the completion of 
the course I felt the need of a better understanding of 
pathological conditions. I went to London and took some 
special courses in neuroanatomy, neurology and psy- 
chology. I returned to Liverpool. My first job was in 
Children’s Hospital, where the usual polio and spastic 
conditions and scoliosis were present. 

About that time England was facing the early days of 
World War I. About a year or so later, there was @ 
V.A.D. unit from the Liverpool University to which | 
belonged being formed to go overseas. Of course | 
wanted to go. I was heartbroken to find that my physical 
examination prevented me from joining the group. My 
physician strongly recommended that I get away from 
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war work for a while and my family in Boston cabled 
me to cross the Atlantic. | crossed the Atlantic during 
the war, in convoy and complete black-out. It was not 
long after that America got into World War I. 

There were two very outstanding orthopedic men in 
Boston at that time. Dr. E. G. Brackett and Dr. Joel E. 
Goldthwaite, men of high standing, of high reputation, 
men of action. They were instrumental in forming a re- 
construction unit as part of the U. S. Army Medical 
Corps, because they realized that the American soldiers 
would soon be returning to this country and would be 
needing rehabilitation. | received a letter from Doctor 
Brackett in which he said “Sir Robert Jones tells me 
‘you have one of my girls in Boston’” and added that he 
would like to meet me. Doctor Brackett had been head 
of the Orthopedic Department of the Children’s Hospital 
in Boston for years. | was in Maine when I received this 
letter. When I returned to Boston about a week or two 
later I called and found that he had just left for Eng- 
land on an emergency mission, but had left word for 
me to see Miss Marguerite Sanderson. Previous to this 
time Miss Sanderson had been giving corrective exer- 
cises in Doctor Goldthwaite’s office. At this time she 
was starting the Boston School of Physical Education. | 
had a very nice interview with Miss Sanderson. She 
asked me if I would be willing to serve in the Recon- 
struction Department of the United States Army that 
was in the process of formation. | packed my bag to be 
sure and be ready, and eventually I received a telegram 
from the Surgeon General's Office—I have that first tele- 
gram with me tonight and will read it to you. It was 
addressed to me and this is its content: “Two pioneer 
aides needed Walter Reed Hospital immediately. Start 
work, do some teaching. Would you consider when free 
from present duties—am anxious to get best person. 
Wire yes or no immediately”"—and signed by Surgeon 
General Gorgas. I hied myself off to Washington without 
waiting for further word, transportation or travel orders. 
I reached the Surgeon General's office where Miss Sander- 
son was in charge of the Reconstruction Department. 
She took me to the Walter Reed Hospital. That was the 
beginning of physical therapy in the U. S. Army. 

There had been a hydrotherapy plant that was very 
efficiently run by corpsmen in the basement of Walter 
Reed Hospital. The U. S. Army Medical Corps knew 
nothing about physical therapy and I knew nothing 
about the U. S. Army Medical Corps. Through the kind- 
ness of one of the physicians I was initiated into Army 
ways and learned how to go through Army channels to 
get the necessary requirements. First | asked for a place 
to work, for there was no place provided. After some 
time a sun porch was allotted as a workroom for physical 
therapy. Then I thought I would show where physical 
therapy stood, so I had some prescription blanks printed. 
I made personal calls upon the different department 
heads and tried to sell physical therapy and to sell my- 
self—it was a hard job; they had little time for the 
likes of me. 

I was alone at Walter Reed for quite a number of weeks 
and then I had the good fortune to have Miss Inga Lohne 
come as the second P.T. buck-private to be sworn into 
the Reconstruction Physical Therapy Department. Miss 
Lohne was of Norwegian extraction, an excellent worker, 
earnest and efficient, and always full of spirit of en- 
thusiasm! She was our second association president. 
How I wish that she could be with us tonight. 


Three other PTs followed—Helen Sheddon, Margery. 


Rickok and Josephine Bell. It may interest you to know 
that Josephine Bell and I had never met from 1918 till 
we both found ourselves in a Japanese internment camp 


THE PuysioTHERAPY REVIEW 255 


in Manila following Pearl Harbor and the fall of Manila. 
We had many pow-wows about Walter Reed days, dur- 
ing the days of our internment in Santo Tomas Camp. 

We were very fortunate indeed to have a man like Dr. 
Frank B. Granger of the Harvard Medical School, a man 
of high reputation, of genial temperament, of high stand- 
ing in his profession, come to head the department in 
the Office of the Surgeon General. I don’t know any- 
body that could have done as well as Doctor Granger, 
because it was pretty hard for the Army to ‘take’ us. He 
made a place for physical therapy in the Army by estab- 
lishing confidence among his medical confreres. An- 
other very happy assignment was that of Dr. Frederic 
Cotton, a surgeon of high reputation, who was assigned 
to the Department of Surgery, but proved to be a great 
help in boosting physical therapy. 

Then a rumor went around that physical therapy was 
to have a building of its own, and it happened! That 
was our greatest boost. Doctor Granger equipped the 
department and gave special courses to medical men. 

With the first group to go, Miss Sanderson went over- 
seas as supervisor of OTs and PTs. I want to say that 
those PTs who went overseas did such a fine piece of 
work not only in physical therapy but in anything they 
were called upon to do, that they helped to establish an 
excellent reputation for us with the physicians and 
nurses overseas. 

The emergency hospitals were being opened very fast 
and there were not sufficient trained aides to man the 
departments at this time. | had a caller at Walter Reed, 
Dr. Everett Beach. Doctor Beach, after a day of observa- 
tion in the department, asked me if I would be willing 
to go to Reed College, Portland, Oregon, as instructor. 
He said there were 200 women registered to take the 
special emergency course to prepare them for service. I 
said that I would go where the Army sent me. Several 
weeks later the President of Reed College sent me a 
telegram in which he said, “I can get no definite reply 
from the War Department from my daily telegrams— 
over 200 women waiting for instruction—can you get 
release.” I went to the Surgeon General's office and said 
to Doctor Granger, “I received this telegram from Reed 
College. You know I have expressed no personal wishes 
of any kind. I left the matter of my release entirely a 
thing between the War Department and Reed College. I 
have always said ‘I will go where you think will be 
the best place I can be of service.” Major Granger said, 
“IT just can’t get this release for you through.” I said, 
“Nobody knows better than you how we need physical 
therapy aides. If the War Department can’t make up its 
mind, I have made up my mind. It may mean my resigna- 
tion.” Doctor Granger said, “Just wait twenty-four hours.” 
The next day I had a message from the Surgeon Gen- 
eral’s Office that my papers were in order for leave of 
absence. I found 208 women waiting for me on the 
campus of Reed College, all anxious to get started on 
work. Some of these same people are here tonight. At 
the completion of the course the graduates were dis- 
tributed in the various hospitals throughout the country. 
Those girls worked like Trojans. A second course was 
given at Reed College with only 50 or 60 students. Be- 
tween courses | was asked by the orders of the Surgeon 
General's Office to go to San Francisco to see some pos- 
sible applicants. I was also asked by the University of 
California to help make out a curriculum for the De- 
partment of Physical Education, where an emergency 
course also was being given to train aides for Army 
service. 

I returned to Washington at the completion of the second 
course. Shortly after that I went to Pittsburgh where one 
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of the emergency hospitals was started in a former prison. 


The department of PT was located in what had formerly 
been prison cells. 

I believe about this time Miss Sanderson came back 
from overseas. She resigned, not very long after and later 
Major Granger also resigned. We had a new chief, 
Colonel Brooks, in charge of the Reconstruction De- 
partment. He came to Walter Reed and requested that 
| spend some time at the Surgeon’s General's Office to 
lend a hand, as the emergency hospitals were being closed 
and it was an entirely new field to him. | suggested | 
go to the S.G.O. in the afternoons and spend the morn- 
ings at Walter Reed. About this time, when the emer- 
gency hospitals were being closed, the various types of 
patients were concentrated in the different Army hos- 
pitals. 

About the time the emergency hospitals closed I re- 
signed from the Army. Doctor Brackett had said to me 
some time before, “What are you going to do when you 
leave the Army?” I said, “I am going back to England.” 
He said, “That's right, but come back to America as 
soon as you can, because | would like to have you in 
Boston.” 

Before leaving Washington, letters were sent out to 
the physical therapy service aides asking for their opin- 
ion, if they would like a national organization to be 
formed to write in their ideas about it. We had a great 
many favorable replies from those letters. | do not know 
what you think, but I think those letters and their 
replies were the beginning of the National Association, 
because it was the nucleus of the Army PT Aides who 
were the first to band together to form the American 
Physiotherapy Association. 

While in Boston, Doctor Brackett and Doctor Granger 
had received letters and I also had received many letters 
from the physical therapy aides asking for postgraduate 
work in physical therapy. The assistant dean of the Har- 
vard Medical School was willing to add an additional 
postgraduate course, No. 442, to provide special emphasis 
on the request for electro-physics and electrotherapy. 
For the next nine to ten years | was associated with 
Doctor Granger as codirector of these courses. Post- 
graduate Course No. 441 in physical therapy was started 
during the war emergency and continued. It placed spe- 
cial emphasis upon the care of poliomyelitis. 

Then, | think, came one of the most interesting 
phases of my work. Would you like to hear how I went 
to China? I happened to be Chairman of the Massa- 
chusetts Physiotherapy Association. I received a letter 
from the China Medical Board of the Rockefeiler Founda- 
tion. A physical therapist was needed to work in the 
Peking Union Medical College in China. I said to my 
brother after reading the letter, “That would be a nice 
job for somebody,” never dreaming I was to be the 
somebody. A week or two later this letter was read at 
the Massachusetts Physiotherapy Association. One of 
the members came to me and said, “I am very much in- 
terested.” (She was a very fine person) “Would you be 
willing to write me a letter of recommendation?” | 
wrote just as nice a letter as | knew how. Then she said, 
“Do you think you could find out something about this 
job?” I went to Doctor Brackett and asked him if he 
could tell me anything about it. After careful perusal 
of the letter he replied, “Why don’t you go? It would 
be a wonderful experience.” Then he sprang the re- 
mark: “I would like you to go to New York this week- 
end.” I said, “I have a lot of engagements this week-end.” 
He then asked his secretary to cancel my professional 
engagements for Saturday. I went to New York and saw 
the personnel chief. She greeted me and said with an 


amused smile, “So you are Miss Mary McMillan.” Then 
she explained, “I have had many letters from different 
parts of the country ard so many have referred me to 
you.” That was very embarrassing for me. 

In another couple of weeks I received an official offer 
to go to China to take charge of the Department of 
Physical Therapy at the Peiping Union Medical College. 
I set sail for the Orient and in due time first set foot in 
Japan, little dreaming that | would have three return 
trips around the world by every available route, and 
would spend the last two years as a Japanese prisoner 
of war behind a barbed, electrically wired fence. 

| reached the Peiping Union Medical College in 
Peking. It is a most unique and beautiful building, con- 
structed of gray stone, in truly Chinese architectural 
design with the green glazed tiled roof having the roll- 
ing upeurve at each corner. The Department of Physical 
Therapy had a large treatment room and a small treat- 
ment room with very antiquated equipment, a_ well 
equipped hydro department, and a large gymnasium. 
But, oh, the apparatus there! It looked like a Spanish 
inquisition chamber. One of my first tasks was to per- 
suade those in charge to dispose of most of the obsolete 
apparatus in the gymnasium. 

It isn’t exactly easy to start work in a country where 
one knows nothing about the people or their language. 
I took a lesson in Chinese every day for two years, 
and tried to learn the jargon of the profession in the 
Chinese language. The Chinese write, as you know, in 
quite a reverse way from us. I sometimes imagined 
that. their thinking also was in reverse to ours. Their 
approach also is in reverse to ours. They do not go 
‘straight from the shoulder’ as Americans are apt to 
brag about. They take a circuitous route. I think the 
thing that perhaps helped me in my early days in 
Peking was these lines—“To get adjusted to the world 
is, after all, the better plan—it won't adjust itself to 
you, for it was here before you came.” Yes, China had 
been there centuries before | was there. It was my job 
to try to adjust myself to China. I had to wait until 
the Oriental became accustomed to the Occidental and 
I became accustomed to the Oriental, before I could 
expect to win their confidence. 

« lived in North China—therefore it was the Northern 
Chinese that I knew best. They are a most likeable 
people—intelligent, responsive, and with a sense of 
humor, even if of a different kind of humor from ours! 
As soon as they feel acquainted with you they are apt to 
consider and treat you as an old friend. One has to 
get accustomed to a different tradition in the Orient, 
therefore a different way of life. 

New equipment had to be purchased and most of it 
had to be chosen from catalogues. Then I realized a 
change in personnel was necessary. There were persons 
who had done a fine piece of work according to their 
knowledge, but they just could not meet the standards 
that I was working toward in the department. This 
necessitated that some people must be taken off the 
payroll—it was not an easy thing. to do—it hurt me 
very much to do it, but it had to be done. I was able 
to replace these people with more modernly trained 
nurses and a physical education graduate. That gave 
much better possibilities for progressive growth. I alse 
was interested that some scholarships in physical therapy 
were given to college graduates who had majored in 
some of the basic sciences. Another thing that I felt 
would be helpful was to have a physician in charge of 
the department. I was pleased therefore to have one 
of our own medical graduates interested to study phys 
ical therapy with the idea of making it his specialty. 
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Of course the college and hospital have not been func- 
tioning since Japanese occupation. The buildings are at 
present the peace-truce headquarters, with General Mar- 
shall on the middle floor, the ‘Communists on the top 
floor, and the Nationalist government representatives on 
the ground floor. 

In summing up I want to say that physical therapy 
has been to me a very full and satisfying life. On three 
continents I have seen it developed from the embryo 
to its present state of development—in Europe, in Amer- 
ica, in Asia. Physical therapy has developed and I have 
not only seen but been in its development. 

My last work in physical therapy was in a Japanese 
internment camp. I have already spoken to you at the 
last convention of my experience as a Japanese prisoner 
of war. I will say this—that physical therapy in a Japanese 
internment camp was the one outstanding joy of that 
existence—the real joy experienced of service without 
money and without price, without any equipment, with- 
out trained workers, without adequate food to keep the 
body fires burning—still | am going to say that my work 
in the Japanese internment camp I consider my “Swan 
Song” in physical therapy. 

| am going to tell you a story. A girl about 14 was 
referred for physical therapy from the camp clinic, with 
a diagnosis of painful tender feet. She was an adolescent 
girl whose whole appearance registered unhappiness. | 
tried to get her body in a little better alignment. She 
came daily for treatments. One day she confided in me. 
| replied, “I see by your actions and reactions that you 
are filled with bitterness and jealousy.” (Jealousy of a 
young and very beautiful blonde stepmother who seemed 
to be almost in her teens). | said, “You are, a very 
pretty girl, but you don’t look pretty because your face 
reveals envy and jealousy and bitterness,” I explained 
to her that psychiatrists had proven that these states of 
mind react unfavorably upon the physical. I said, “There 
is not much use in working to improve your body until 
your mental attitude is changed toward life.” I) then 
suggested that I needed somebody very badly to’ help 
me. She said she would like to do so. Later I was able 
to find work for her in the children’s department of 
the hospital. She loved children and they loved her. 
Shortly after that I left Santo Tomes for another in- 
ternment camp. I wondered many times what had’ hap- 
pened to the youngster. About 18 months later when | 
was aboard the “Gripsholm” a very lovely girl ran up 
to me and asked, with a sparkle in her eye “Have | 
improved any?” I replied, “Natalie, | would hardly recog- 
nize you.” Then she put her arms around me and with a 
hug said, “I don’t know what I would have done without 
you. 

By that story, what I want to point out is, there isn’t 
a physical therapist here who does not have many chances 
to do the same thing, even if not in the same way. A 
physical therapist must have a sympathetic understand- 
ing toward her patients, and that doesn’t mean a maudlin 
sympathy. She must know when to let the patient let off 
steam and when to put in the right word. The physical 
therapist must be healthly in mind, in body, cheerful, 
for-these things are infectious. A physical therapist should 
keep up with the latest in her profession so that when 
new things come along she is aware of them, so that 
she may be of the greatest service to her patients. She 
must keep up to date. She must believe in herself, for 
without this others cannot have faith in her. She must 
have faith in herself, dnd that does not mean cocksure- 
ness, that all too frequently comes from ignorance. A 
physical therapist must never let her patients go with- 
out hope, and I do not mean false hope either, | mean 
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real hope. Because hope helps to chase away fears. 
When fears are disposed of it gives a chance for nature's 
healing and physical therapy aids nature’s healing. Of 
course, it is not always easy. There will be hard knocks. 
It is the hard knocks that help to bring out the best 
timber in us. Who wants a soft job, anyway? | am go- 
ing to close with a little poem— 


GOOD TIMBER 


The tree that never had to fight 
For sun and sky and air and light; 
That stood out in the open plain 
And always had its share oj rain; 
Never became a forest king 

But lived and died a scrubby thing. 


The man who never had to toil 
To hew the wood or till the soil; 
Who never had to win his share 
Of sun and sky and light and air 
Never became a manly man 

But lived and died as he began. 


Good timber does not grow in ease, 

The stronger wind the tougher trees; 

The farther sky the greater length 

The more the storm the more the strength. 


By sun and cold, by rain and snows, 

In tree or man good timber grows; 
Where thickest stands the forest growth 
We find the patriarchs of both; 

And they hold converse with the stars 
Whose broken branches show the scars. 


The past presidents had been warned to be 
prepared to talk a few minutes on their most in- 
teresting or most embarrassing event of their 
term of office. Mary Singleton introduced each 
with an appropriate and amusing title. 

Third president, Dorothea Beck or “Becky the 
Battler” : 

“You have come to the Twenty-Fifth Anniver- 
sary of the Association for which we of the white 
hair have battled. They have been hard battles at 
times and they were battles that had a humorous 
side and in those we found a great fellowship. | 
know of no organization that is so bound to- 
gether with loyalty, with ideals, and with joy, 
as Molly said, as the American Physiotherapy 
Association. Those who have been to many con- 
ferences know the great inspiration that we have 
received from all those in the past. Those who are 
attending this one for the first time will find as 
an old man said “He done got a glory.’ All of 
you who are here will go back home with a glory 
and joy.” 

Fourth president, Gertrude Beard or “Gertrude 
the Educator” : 

“IT think I had the greatest surprise of my life 
when I received a telegram from the conference of 
the American Physiotherapy Association held in 
Cleveland in 1926 notifying me that I had been 
elected president of the American Physiotherapy 
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Association. | had known that my name was on 
the ballot, but it didn’t worry me in the slightest. 
I began my education right then. I had attended 
but one meeting of the American Physiotherapy 
Association. I knew nothing about the work of 
the organization. I was educated in that. Then | 
had one of the most embarrassing moments of 
my life. After our executive committee had been 
in office for about four months, we discovered 
that the American Physiotherapy Association 
published Tue PuystotHeraPy Review. In or- 
der to do that it must have an editor and the 
editor went out of office at the time the previous 
executive committee went out of office, so we got 
together and we appointed “Becky the Battler” 
editor. That is why there is a December-March 
1926 issue of THe PuystoTHeRapy Review.” 

Fifth president, Hazel Furscott or “Hazel the 
Charmer” : 

“One of the most interesting things that hap- 
pened when I had the great pleasure and joy of 
being president of the American Physiotherapy 
Association was the great trip that Marguerite 
Irvine and I made to approve schools for the 
American Physiotherapy Association. This was 
before the American Medical Association had 
taken over the job of approving the schools. We 
weren't always too well received. I look back at 
those days and then I think of this wonderful 
preconference you have had with twenty-two 
schools with all the technical directors and the 
medical directors present, talking about standards 
and trying to improve the standards. I really 
think the American Physiotherapy Association 
has gone places.” 

Sixth president, Edith Monro or “Edith the 
Conscientious” : 

“My most embarrassing situation was that | 
had left my copy of the Constitution and By-Laws 
in the place where I had been for the summer. 
Incorporation proceedings of the Association in 
Chicago were in progress and I had nary a copy 
of the Constitution and By-Laws. Then Peg Irvine 
came with her report on schools. It began to 
look as if | was getting more acquainted with 
the national responsibilities. Then came the files! 
In those days these were sent in cardboard boxes. 
The box fell apart just inside my door and one 
hundred copies of the Constitution fell out!” 

Seventh president, Margaret Campbell Winters 
or “Margaret the Artist”: 

“When one has been a housewife without a 
house for a few months and decided it is very 
necessary to put all things concerning physical 
therapy out of one’s mind, there are times when 
it is hard to do. I decided I couldn’t pass up the 
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convention. | said | was coming purely for social 
reasons. | made the break and got here but I am 
afraid it was a mistake, because after that first 
evening session I felt the old urge coming back 
and I don’t know what is likely to happen. 

“I had been in South America doing physical 
therapy during the period that the American 
Physiotherapy Association was having its first 
growing pains. I had been in Chicago just a few 
years when I found myself faced by this matter 
of being on the panel just as Miss Beard did. I 
had no serious concern, but I rushed down any- 
way and took a course in public speaking. My 
last attempt at public speaking had been in South 
America where I had been coached by a very fine 
Uruguayan family but that was in another lan- 
guage! 

“We struggled through revision of constitu- 
tion and other problems with the help of our good 
friends, Gertrude Beard, Dr. Coulter and others 
and not forgetting the all-important parliamen- 
tarian.” 

Ninth president, Constance Greene or “Connie 
the Substantial”: 

“I suppose we might call this group the ancient 
and honorable order of past presidents, and it is 
fun to be part of it. | was secretary when Miss 
Monro was president. The files came to me from 
across the country and they were very mixed up. 
Through error I filed a letter that had not been 
answered in a file of answered letters. After a 
while I had a letter from the writer who said that 
she had written two or three letters to the Asso- 
ciation trying to join it and if this was the kind 
of organization, she did not care to join it. She 
is in the audience now. But that was the kind of 
thing that happened in the days when we did 
not have any paid secretaries and learned to type 
ourselves.” ‘ 

Tenth president, Helen Kaiser or “Helen the 
Hellenistic” : 

“It is with a very uneasy feeling that one 
awaits one’s turn and wonders what to say. The 
Greeks were most interesting and delightful and 
I think Miss McMillan’s poem would fit them also. 

“When I think of things of interest in my term 
of office I think of our conference in Denver. We 
had an awfully good time out there. Everyone 
who attended will remember the splendid con- 
ference the Colorado Chapter put on. Someone 
later said to me, “There seemed to be such a good 
spirit between the officers and the chapter at the 
Denver conference. But perhaps you know what 
I am talking about. Perhaps you were there!’ 
It could not have been bad or she would have 
remembered me for that.” 
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Eleventh president, Catherine Worthingham or 
“Catherine the Coordinator”: 

“It is difficult to know where to start. I think 
one of the most interesting things that happened 
during the time in which I was president was the 
fact that we were faced with the change in the 
treatment of infantile paralysis. That descended 
upon us almost immediately, Sometime it will be 
interesting to read word by word the proceedings 
of a conference which was held a few months after 
the start of this term. We tried to put down in 
black and white what we had been doing and a 
few people tried to tell us what was on the horizon. 
Toward the close of that term of office the war 
clouds were gathering. We were tremendously 
worried about what we were going to do for 
physical therapists. Large numbers were going 
to be needed for the Army, as well as increased 
needs on the home front. I think that the most 
interesting thing in that period was that the Na- 
tional Foundation for Infantile Paralysis came in 
and rescued us by awarding scholarships to in- 
crease the number of physical therapists. Toward 
the end of that term of office they started the 
Executive Secretary Fund. The next president to 
speak had the foresight to see the need for this. I 
am glad to say it was accomplished.” 

Twelfth president, Jessie Stevenson or “Jessie 
the Juggler”: 

“I have been sitting here listening to the his- 
tory of the American Physiotherapy Association 
unfold from its embryo stage and hearing many 
details that I hadn’t heard about before. The job 
has been made easy by the fact that we have now 
a very large office staff to carry out all the typing 
and various tasks. It is interesting to see how far 
we have gone in the last twenty-five years.” 

Miss Janet Merrill, first secretary of the Asso- 
ciation, was introduced. 

The next speaker was Major Emma E. Vogel 
who is usually thought of in terms of her out- 
standing work in physical therapy in World War 
Il. Major Vogel also was a reconstruction aide 
in World War I and attended Reed College where 
Molly McMillan was in charge. While there she 
was very active in choral singing. In fact she was 
the leader. She was introduced by Mary Single- 


ton as “Emmy the Musician.” 


The Status of Medical Department 
Physical Therapists From World War I to 
V-J Day 


Major Emma E. Vogel 


I am very happy to be here tonight to participate in . 
this, the 25th Anniversary of the founding of the Ameri- 
can Physiotherapy Association. 

I have been asked to tell you something about the 
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physical therapist in the Army since World War I. In 
retrospect, | am taken back to the year 1919, to the 
Physical Therapy Clinic at Walter Reed General Hos- 
pital, where a group of physical therapy aides volun- 
teered to assist Miss McMillan in addressing notes to 
physical therapy aides, requesting opinions. as to the 
formulation of a professional organization. At that time, 
| am sure that none of the would-be charter members 
of this organization ever dreamed that it would grow 
to such proportions or enjoy the prestige which exists 
today—and all because of the tenacious adherence to 
high ideals and the vision of one Mary McMillan. 

The Physical Therapy Service in Army hospitals main- 
tained a sound professional basis in the intervening 
years between World War I and World War II. While 
physical therapy aides were assigned only in small 
numbers, they were on duty in all general and a few 
large station hospitals. During this period, they were 
employed in a civilian status in the Medical Depart- 
ment at large, with no ortanized head in the Office of 
The Surgeon General, and all matters pertaining to this 
group were under the jurisdiction of the Chief of Civil- 
ian Personnel in that office. Since this group had no 
overall supervision, the maintenance of high professional 
standards is a tribute to the superior personal traits, 
qualifications and training of physical therapy aides 
employed by the Medical Department and the medical 
officers under whose guidance they served. 

From 1923 to 1940, replacements for this personnel 
were accomplished entirely from the graduating classes 
of the training courses in physical therapy conducted 
by the Medical Department at Walter Reed General 
Hospital. During this period, physical therapy aides ex- 
perienced considerable uncertainty as to the security of 
their positions due to the fact that there was no specific 
appropriation of funds for this activity. As a result, there 
was a growing feeling during these years that a military 
status was the only means by which this security could 
be maintained. 

Interest in the militarization of this personnel was 
discussed in 1938 at the National Convention of the 
American Physiotherapy Association, when that organ- 
ization passed a resolution expressing its willingness to 
cooperate in the organization of a Reserve Corps of 
Physiotherapy Aides to be called to active duty in the 
event of a national emergency. 

As a result of interest in the status of physical therapy 
aides, Bills to authorize a military status for this per- 
sonnel were presented on three different occasions 
prior to World War Il. All were introduced by the late 
Honorable Morris Sheppard, Chairman of the Commit- 
tee on Military Affairs of the United States Senate. The 
first Bill was presented in 1939, the second in 1940, 
and another in 1941. In each instance the Bills were 
read and referred to their respective committees, but 
because of unfavorable reactions, they were never brought 
to a vote. 

Even though these early attempts at legislation to 
provide a military status for physical therapy aides 
failed, the presentation of these Bills aroused interest 
in the status of this small group of women and gained 
support from professional organizations throughout the 
country, particularly the American Physiotherapy Asso- 
ciation. 

In January 1942, I was directed to report for assign- 
ment to the Chief of Civilian Personnel, Office of The 
Surgeon General, to establish an organization for 
physical therapy aides in that office. Since procurement 
was one of the first major problems to be considered, 
it appeared advisable to make an extensive study of 
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availabilities of this personnel from civilian sources. The 
results of this study were not encouraging, and it was 
then recommended that the Medical Department initiate 
an intensive physical therapy training program. 

You may know that during the war the Medical De- 
partment conducted emergency training courses in phys- 
ical therapy in ten Army hospitals and three civilian 
installations. The minimum educational requirement for 
these courses was completion of two years of college, 
with emphasis on physical education or the biological 
sciences, in accordance with the minimum requirements 
set forth by the Council on Medical Education and Hos- 
pitals of the American Medical Association. However, a 
recent survey showed that the average number of years 
of college education for trainees in these war emergency 
courses conducted by the Medical Department was 3.7 
year. Had it not been for this intensive training pro- 
gram, it would have been impossible for the Army to meet 
its needs for physical therapists. Because of changed 
requirements subsequent to V-J Day, all of these courses 
have now been terminated. At the present time, it is 
not known that there will be further need for the Medi- 
cal Department to train physical therapists. However, 
if such training is necessary, it can now be definitely 
stated that enrollment for such courses will be available 
only to such applicants as have completed a four year 
college course, with emphasis on physical education or 
biological sciences, the same as the pre-war entrance 
requirement. 

After the declaration of war, when it became neces- 
sary for physical therapists in a civilian status to go 
overseas, the War Department expressed grave concern 
over the lack of security afforded to personnel in this 
category and directed that an investigation and report 
be made on the practicability of authorizing a military 
status for civilians assigned to hospitals in Theaters of 
Operation, as well as to any other medical units falling 
within the same general classification. As a result of this 
study, and on the recommendation of The Surgeon 
General, the War Department requested the Congress of 
the United States to introduce legislation which would 
authorize a military status with relative rank for physical 
therapy aides in the Medical Department of the Army. 
This was accomplished without opposition by the passage 
of Public Law 828 on December 22, 1942. This Boll 
authorized the inclusion of physical therapy aides in the 
Medical Department of the Army for the duration of 
the war and six months thereafter, and stated that such 
personnel would have relative rank and receive pay and 
money allowances for subsistence and rental of quarters, 
mileage and travel allowances the same as provided for 
commissioned officers without dependents, of the Regular 
Army. In computing the length of service, physical 
therapy aides were given credit for all active full time 
service (except as student or apprentice physical therapy 
aide! rendered as a civilian employee in this category 
in the War Department since April 6, 1917. 

Under this law, a physical therapy aide in the grade 
of 2nd Lieutenant received a base pay of $150 per 
month, in addition to quarters and subsistence allow- 
ances of $66 per month, medical and dental care and 
other benefits. A 10 per cent salary increase was au- 
thorized for service overseas, in addition to a 5 per 
cent increase every three years. This presents quite a 
contrast to salaries received during World War I. 
Under original appointment in that war, physical therapy 
aides received a salary of $50 a month, in addition to 
$52.50 for quarters and subsistence, and the cost of 
travel. Head Aides were promoted upon recommenda- 
tion and received $15 a month in addition, and all 
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physical therapy aides who served overseas received an 
additional $10 per month. There was no graduated scale 
for salary increases in accordance with years of service, 
and medical and dental care were usually authorized 
only in the event of an emergency. 

The changeover from the civilian to military status in 
1943 was received with enthusiasm by all physical ther- 
apy aides. The privilege of participating in officers’ 
activities and social facilities available to commissioned 
personnel was a big morale factor for this personnel. 
With the changeover to the military status, physical 
therapy aides no longer felt any discrimination, and they 
accepted the responsibilities of officers as well as physical 
therapy aides with wholehearted cooperation. 

Early in 1944 the Director of Physical Therapy Aides 
stated that the employment of nurses’ aides in Army 
hospitals had raised the question as to the advisability 
of retaining the name “aide” in the terminology “Med- 
ical Department Physical Therapy Aide.” She pointed 
out that nurses’ aides were qualified only as assistants 
and were not professionally qualified women. Since 
Medical Department Physical Therapy Aides were not 
assistants, but on the contrary, were highly trained 
specialists in their field, it was believed that an errone- 
ous impression relative to the professional standards of 
this group were created by the retention of the term 
“aide” in the official title. However, no action was taken 
on her recommendation at that time, since legislation 
for a full military status was then under discussion. 

In April 1944 the Secretary of War requested that 
legislation be enacted to authorize a full military status 
for physical therapy aides, along with other female of- 
ficers in the Medical Department. It was pointed out that 
increased subsistence, rental and travel allowances for 
dependents, other benefits, and retirement for disability 
were not authorized under Public Law 828, and that the 
enactment of legislation for a full military status would 
correct these apparent injustices. 

Public Law 350, 78th Congress, passed on June 22, 
1944, authorized the temporary appointment of officers 
in the Army of the United States of female physical 
therapy personnel in the Medical Department of the 
Army, and female persons having the necessary qualifica- 
tions for an initial appointment as such. This legislation, 
which corrected existing inequalities was implemented 
by an Executive Order signed by the President on July 
10, 1944, and a subsequent directive from The Adjutant 
General of the Army stated that the use of the terminol- 
ogy “physical therapy aide” would be discontinued and 
that the term “physical therapist” would be substituted 
therefor. 

I sometimes feel that the younger physical therapists 
in this country, and particularly those in the Army, are 
not fully aware of their obligations to the American 
Physiotherapy Association and to the founders to whom 
goes the credit for establishing this organization. We 
owe our professional prestige to the perseverance and 
vision of these older members. As I have visited with 
Medical Department Physical Therapists everywhere in 
the United States, as well as in the European and 
Mediterranean Theaters of Operation, I have stressed the 
importance of affiliation with a professional group and 
urged that early application for membership in the 
American Physiotherapy Association be accomplished. 
In fact, it was a routine procedure that students com- 
pleting training courses in physical therapy conducted 
by the Medical Department apply for such membership 
immediately upon completion of the training program. 

I feel greatly honored and highly privileged to have 
been selected to direct the largest military organization 
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of physical therapists in the history of the United States; 
and, so far as is known, the largest group ever to be so 
organized anywhere in the world. The task was not 
easy. Starting with about 250 physical therapists in 
March 1943, our numbers grew until the maximum num- 
ber appointed was somewhat over 1600. Physical ther- 
apists have served with distinction in many lands, and 
we believe their personal and professional contribution 
will go down in history. 

I know I speak for all Medical Department Physical 
Therapists when I say that the support and encourage- 
ment which has at all times been available from the 
oficers and the committees of the American Physio- 
therapy Association is deeply appreciated. I should 
like also at this time to express my personal apprecia- 
tion for the cooperation and support extended by Miss 
Catherine Worthingham, not only as the past-president 
of the Association during the early war years, but also 
in her present position in the National Foundation for 
Infantile Paralysis. I also should like to express my 
personal appreciation for the guidance and assistance in 
the training program which has always been available 
from the Council on Medical Education and Hospitals 
of the American Medical Association from our good 
friend Doctor Westmoreland. And above all, through 
all these years, | have been personally, deeply grateful 
for the continued inspiration which I received from the 
first Physical Therapy Aide in the Army—Miss Mary 
McMillan. 

With the cooperation of all of its members, we can 
be assured that the American Physiotherapy Association 
will continue to grow and maintain a prominent place 
in the professional life of America. 

(Note: Upon the conclusion of her paper, Major Vogel 
introduced Captain Brunetta Kuelhthau, Pratt General 
Hospital, Coral Gables, Florida, who was the only Med- 
ical Department Physical Therapist to be interned in 
the Philippines by the Japanese. Former First Lieu- 
tenants Lelia Zernow and Ethel Dreyer were then in- 
troduced as being the only physical therapists present 
who had served in both World Wars I and II. Physical 
therapists in the military service and those who had 
recently been separated were then invited to rise. The 
standing group clearly indicated that the Medical De- 
partment had contributed generously to the attendance 
of the conference. 

In concluding, Major Vogel extended her apprecia- 
tion for their loyalty and cooperation and stated that 
she hoped that Medical Department Physical Therapists 
during World War II would contribute as much to the 
future professional growth of the American Physio- 
therapy Association as their predecessors did follow- 
ing World War I.) 


Among the many guests present were Dr. A. 
William Reggio, U. S. Public Health Service; 
Dr. Nila Covalt, Veterans Administration; Dr. 
Jessie Wright, D. T. Watson School; Dr. William 
Greene, Harvard Medical School; Dr. Robert 
Bennett, Warm Springs Foundation; Dr. W. D. 
Paul, University of lowa; Dr. Earl Elkins, Mayo 
Clinic; Dr. Clarence Dail, College of Medical 
Evangelists; Mrs. Mary Clinckett, President, Ca- 
nadian Physiotherapy Association; Miss Dor- 
othea Evans and Miss Gwendolyn Davy, repre- 
senting the Chartered Society of Physiotherapists. 

The executive secretary, Mildred Elson or 
“Mildred the Miraculous,” was the final speaker. 
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“This is our twenty-fifth anniversary which is 
synonymous with silver. We have tried to think 
of some way of paying tribute to our first presi- 
dent, Molly McMillan. You all know of her in- 
terest in China and in physical therapy in China. 
Some day it will be started again and Molly’s 
work will be carried on. We thought it would be 
nice to take a silver collection to give to Molly 
for her Chinese friends.” 

Not only silver but bills of high denomination 
were given and $250 was presented to Miss Mc- 
Millan. 

The twenty-fifth birthday party was over but 
the inspiration received will never be forgotten 
by those fortunate enough to have been there. 


“First” Welcome Address 


Since the annual conference this year cele- 
brated the twenty-fifth anniversary of the Ameri- 
can Physiotherapy Association we believe that it 
would interest our readers to know what was con- 
tained in the first welcome address. This first 
address, given by our first president—Mary 
McMillan—treads as follows: 


It is pardonable for us on this, our first birthday 
gathering, to look backward and to view our progress in 
the wheel of time during the last few years. In 1918 and 
1919 a sudden avalanche of P.T.’s descended upon the 
country. A regiment of blue clad women, and from 
whence? Their education and their walks in life may 
have differed before the Emergency Corps of the Recon- 
struction Division of the U. S. Medical Corps was found- 
ed, but from the time they were “sworn in” to service in 
the Reconstruction Division they were of one purpose 
bent. The reeducation of the disabled soldier and the 
early restoration of function to those who had given 
their bodies, many of whom were restored, or partially 
restored, was owing, in many instances, to the excellent 
service rendered by the Reconstruction Aides. 

We had among the thousand or so P.T.’s who were in 
service a nucleus of splendid material. The first year or 
so after the signing of the Armistice lowered our forces. 
Aides were being discharged, owing to the closing of 
many Emergency Hospitals and Army Posts. is 
thought of the scattering of groups who had been con- 
genial and had pulled together so well made the thought 
of a permanent severance a thing that must be avoided. 
It was because of this feeling that about two years ago 
the first circular asking a few P.T.’s who were interested 
in holding together to rally. It was not until March 1921 
that we actually came into existence as a National 
Organization. With the return of the election of Officers 
and Executive Committee we took our first step. The 
publication of the “P.T. Review” in March 1921 was our 
first attempt to stand on our own feet. 

It may have been a steep climb since then, but you 
remember the saying: “The easy path in the lowland 
has nothing of grand or new; but a toilsome ascent leads 
on to glorious view.” That is what we as physiotherapists 
need—the view—the vision. With that ahead, we shall 
not only be able to “carry on,” but to go over the top. 
We have a splendid new profession to which we shall 
not only belong but which we have the privilege of 
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creating and helping in its standardization. It is only 
with united effort that we can hope to achieve anything; 
therefore, this gathering, which represents our profes- 
sion from so many different centers, is truly a memorable 
one. 

It is my duty, my privilege, and my pleasure, to extend 
the hand of welcome to all those who have come from 
afar. | see before me members and friends from so many 
different parts of the country! To these and to others 
we extend a hearty welcome. We want you to feel at 
home. We shall endeavor to be as informal and homelike 
in our meetings as possible, in order that we shall be 
able to get close to one another in understanding. Opin- 
ions undoubtedly will differ. Life would be unbearably 
tame if we always agreed at all times. If each person will 
give of her personality, relating her experiences, giving 
her opinion, telling of her needs and difficulties in her 
professional life, I feel sure that we shall all feel how 
worthwhile this get-together has been. There is no need 
of introductions. Many of us have met in various places; 
som: in France, some in North, some in South, some in 
East and some in West. It makes no difference where. 
We are now united to be of service in establishing our 
profession, to be instrumental in formulating a standard 
and then to ass st in maintaining such a standard. 


New Members 


The following are newly accepted members of 
the American Physiotherapy Association: 


Adams, Rachel, Gorham, N. H. 

Anderson, Dorothy L., 426 Dakota St., Vermillion, S. D. 

Anderson, May Ellen, Everett Clinic, Everett, Wash. 

Anopolsky, Eleanor, 80 Green St., Boston, Mass. 

Bassler, Ruth, 32 Mary St., Attleboro, Mass. 

Bevan, Elizabeth, 595 Radcliffe Ave., Pacific Palisades, 
Calif. 

Biel, Mrs. Anni, 2 Pinehurst Ave., New York 33, N. Y. 

Birdsall, Kate, 186 Lancaster St., Albany, N. Y. 

Blodgett, Joyce M., Elm St., Monroe, Conn. 

Boesen, Margaret, 3409 Beaver Ave., Des Moines, lowa. 

Bonn, Jean H., Hotel Webster Hall, Pittsburgh, Pa. 

Buchmiller, Viola M., % Briskey, 821 Myrtle Ave., Al- 
bany, N. Y. 

Burstein, Mrs. Eleanor K., Nashwauk, Minn. 

Buzbee, Edna D., Carrie Tingley Hosp., Hot Springs, 
N. Mex. 

Capone, Elsie B., Vets. 
field, Tex. 

Churchill, R. Joye, Westmoreland Depot, N. H. 

Cockill, Mary E., 607 Center St., Ashland, Pa. 

Conway, Mrs. Shirley Stone, 44 Brookline Ave., Albany 
&, N.Y. 

Cook, Margaret J., Clay Center, Kans. 

Coons, Mrs. Irene, Kosair Hospital, Louisville, Ky. 

Crosby, Leone, Tucson Senior High, Tucson, Ariz. 

Culligan, Kathleen, 319—7th St. S. W., 
Minn. 

Deimling, Constance L., 41-44 44th St., 
N. Y 


Adm. Hosp., Box 943, Little- 


Dias, Patricia, 42 Amory St., Cambridge, Mass. 

Duboise, R. Emogene, Vanceboro, N. C. 

Einbecker, Margaret L., U. S. Naval Hosp., Long Beach, 
Calif. 


Ertwine, Jean Mackey, 435 S. Alexandria, Los Angeles 5, 


Calif. 
Fontaine, Claire A., 508 Brock Ave., New Bedford, Mass. 
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Francis, Shirley J., 206 Granville Road, Newark, O. 


a Mrs. Phoebe C., 75 Pierrepont St., Brooklyn, 
Gates, Jean R., 55 Cedar St., Bridgeton, N. J. 
Gleberman, Evelyn, 180 W. 179th St., Bronx, N. Y. 


Goldberg, Anne, 457 S. Norton Ave., Los Angeles, Calif, 
Goodwin, Nancy R., 449 Rivermont Ave., Lynchburg, Va. 
Guthrie, Opal, 10962 Whipple St., N. Hollywood, Calif, 
oy Ethel F., 50 Mount Vernon St, Arlington 74, 
ass 
Haynes, Leota A., 1561 Lawton St., Indianapolis 3, Ind. 
on Margaret C., 610 W. 3rd Ave., Stillwater, 
a 
Hewett, Barbara-Jean, 3542 Bown Rd., Toledo, O 
Hollenbach, Mildred, 1524 Chew St., Allentown, Pa. 
Hurni, Lt. Mabel, U. S. Naval Hosp., Bremerton, Wash. 
“se Hildegard M., 201 Brookdale Blvd., Pawtucket, 
consti, Stella M., England Gen. Hosp., Atlantic City, 
Jones, Mrs. Marion, 218 Lincoln Ave., Pomona, Calif. 
Junker, Thelma E., Route 21, Bellaire, Mich. 
Kayfus, Florence, Marmet Hospital, Marmet, W. Va. 
Kemske, Dorothy, 1131 State St., La Crosse, Wis. 
Klaassen, Mrs. Elma A., Box 42, Whitewater, Kans. 
Knowlton, Frances M., 299 Jayne St., Oakland, Calif. 
Latimer, Ruth M., 3135 Worthington St. N. W., Wash- 
ington 15, D. C. 
Liberman, Roselyn, 57 Jefferson Ave., Chelsea, Mass. 
Loveless, Helen G., 546 S. Bluff, Wichita, Kans. 
Lowen, Mrs. Bernice H., 142 Sutherland Rd., Brookline 
46, Mass. 
Lundberg, Alice E., 37 Elder St., Dorchester 25, Mass. 
a. Josephine, 95 Carley Ave., Huntington, L. L, 


McCarthy, Mary L., 72 Margin St., Peabody, Mass. 

Michelson, Margery R., 27 James St., Breokline, Mass. 

Milliken, Christine, 2 Taylor Ave., Buzzards Bay, Mass. 

Mitchell, Mrs. Margaret, 52 Village Lane, Rochester, 
N. Y. 

Mollott, Marguerite, 242 N. Manor Ave.. Kingston, N. Y. 

ae Martha F., 4154 Manila Ave., Oakland 9, 
Calif. 

Mulcahy, Mary L., 14 Samoset St., Plymouth, Mass. 

Murley, Florence, 732 E. Pabst St., lronwood, Mich. 

Myers, Betty Marie, 120 E. Market St., Iowa City, Iowa 

Netzhemmer, Olga C., Fairmount, Alton, Ill 

Pedersen, Ladonna M., Manchester, Minn. 

Peters, Bonnie, Utica, Kans. 

Piltch, Sylvia Roselyn, 73 Dana St., Cambridge 38, Mass. 

Rackmill, Bertha, 57 Bicknell St., Dorchester, Mass. 

Reid, Rosemary Gay, 6101 Kilmer St., Cheverly, Md. 

Roth, Nancy C., 3011 Lexington Rd., Louisville 6, Ky. 

Rule, Francis Barling, 3828 45th St., San Diego 5, Calif. 

Satozky, Florence, 329 Vanderbilt St., Brooklyn, N. Y. 

Schaper, Irene W., 326 W. Maple St., Jeffersonville, Ind. 

Schirm, Barbara Lorraine, 143 Marlboro St., Wollaston, 
Mass. 

Schwartz, Frances M., 
ford, Conn. 

Scheiman, Donna, Johnson Hall, 411 W. 116th St., 
York 27, N. Y. 

Shepherd, Norma P., Woodward Ave., Gloucester, Mass. 

Sherman, Sarah Loise, 411 W. 16th St., Box 24, New 
York, N. Y. 

Sitterley, Mrs. Helen G., 333 N. Brand St., 
nando, Calif. 

Skoog, Mrs. Eleanor N.., 
dena 2, Calif. 
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Slaker, Sue, 906 Downer, Aurora, Ill. 

Spensley, Carol LaVerne, 226 Elm St., Vermillion, S. D. 

Stark, Lila M., 426 Beach 135th St., Belle Harbor, L. !., 
x. ¥. 

Stein, Ethlyne, 64 Somerset Rd., Brookline, Mass. 

Teigen, Barbro Signe, Univ. of Minn. Hosp., Minne- 
apolis 14, Minn. 

Tenore, Rosemary Ethel, 12 Parkway Rd., Bronxville, 
n;. 3 

Turner, Ella B., 5584a Etzel Ave., St. Louis 12, Mo. 

Valinoti, Thomas L., U. S. Naval Hospital, Oakland, 
Calif. 

Van Liew, Josephine J., Carlton, Wash. 

Walsh, Margaret Mary, 2907 N. 6th St., Milwaukee 12, 
Wis. 

Waltenbaugh, R. Janet, 1249—1llth St. N. W., Canton 
3, O. 

Wander, Edith B., U. S. Marine Hosp., Kirkwood, Mo. 

Wesson, Naomi, 219 N. Seneca, Wichita 12, Kan. 

Whitcomb, Beatrice, Regional Hosp., Fort Knox, Ky. 

Wiegert, Elizabeth, 2773 N. 38th St., Milwaukee 10, Wis. 

Wilt, Iris M., Wakeman Gen. Hosp., Camp Atterbury, 
Ind. 


Recent Graduates of Children’s Hospital, Los Angeles, 
Calif.: 


Anderson, June E. Goodman, Mrs. Catherine 

Blanke, Mildred M. Hall 

Caldwell, Mildred L. Harrison, Bettye Jane 

Gerber, Emilie Jane Hinkle, Janet Elizabeth 
Howland, Elizabeth 
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Mobley, Mary R. 

Nordquist, Lucille 

O’Boyle, Mrs. Cornelia 
Golisch 


Recent Graduates of Stanford University, Calif.: 
Bishop, Dorothy Ruch, Marian S. 
Harris, Dorothy Mae Rusler, Marilyn Bolanz 
Jong, Slosson B. W. Smith, Laura Kimball 
Kenney, Patricia J. Thorndike, Marjorie L. 
Ross, Mrs. Marjorie Hall 


Recent Graduates of Barnes Hospital, St. Leuis, Mo.: 


Bartlett, Helen Moore, Sally M. 

Brown, Frances Ellen Revier, Mrs. Nena Frazier 
Brown, Ruth M. Schroeder, Dorothy Z. 
Gurenbaum, Margot R. Taylor, Mary Katherine 
Lewis, Mable Travellyan, Lois Shirley 
Lewis, Myrtle 


Recent Graduates of Bushnell General Hospital, 
Brigham City, Utah: 
Allen, Margerie N. Loeffel, Dorothy J. 
Barker, Margaret B. Madsen, Ruth T. 
Carpenter, Frances J. Peterson, Phyllis Ann 
Frye, Marian Jean Terrill, lantha A. 
Linscheid, Marcelene R. 


Prescott, Penelope 
Seltwedell, Mrs. Margaret 
Wilson, Valerie M. 


The following are recently accepted associate 
members, all of Syracuse, N. Y.: 


Baum, Jurgins, M.D. Sanford, Donald, M.D. 
Ecker, Arthur, M.D. Severence, Roscoe, M.D. 
Hadley, Lee, M.D. Silverman, Clement, M.D. 
Neeham, Dwight, M.D. Stevens, John B., M.D. 
Neptune, Edgar, M.D. Walsh, Thomas, M.D. 
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Fluids in Congestive Heart Failure. Carrot. Morton 
Leevy, Jown A. Srrazza anp Apranam E. Jarrin. 
J.A.M.A., Aug. 3; 1946. 

Progress in the Treatment of Syphilis. Med. J., 
May 18, 1946. 

Essential Oral Hyperthermia: Report of a Study of 25 
Cases of Low Grade “Fever.” Emanuet M. Rappaport. 
Annals of Int. Med., July 1946. 
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The Effect of Sunlight on Dark Adaptation. Brant CLark, 
M. L. Jounson anv R. E. Drener. Amer. J. Ophthal., 


July 1946, 
Statistics and Medicine. J.A.M.A., July 6, 1946. 


Fluorescence of Nails from Quinacrine Hydrochloride. 
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Mason anv Water C, Losrrz. J.A.M.A., July 6, 1946. 


Nervous and Mental Diseases and Injuries 
Use of Curare in Oil in Treatment of Spasticity Follow- 
ing Injury of the Spinal Cord. Eowarp B. ScHte- 
stncer. Arch. Neurology and Psychiatry, May 1946. 
Newer Concepts in the Treatment of the Paralyzed Pa- 
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tient Due to War-Time Injuries of the Spine. Cuanups 
W. Exxins ano Water R. Weener. Annals of Surg. 
April 1946. 

Prognosis in So-Called Sciatic Neuritis. Henry S. Duy- 
ning. Arch. Neurology and Psychiatry, June 1946, 
Prolonged Electroconvulsive Therapy. G. J. Gorvoy 
ano M. B. Zimprer. Delaware State Med. J., June 

1946. 

The History of the Malaria Treatment of General Paraly- 
sis. Junius Wacner-Jaurecc. Amer. J. Psychiatry, 
March 1946. 

Electroshock Therapy with 200 Milliamperes for Ten 
Seconds. Ciarence W. Orson anv L. C. Date. Arch, 
Phys. Med., Aug. 1946. 


Peripheral Nerve Injuries 


Value of Tinel’s Sign. P. W. Natuan anp A. M. Rennie, 
Lancet, April 27, 1946. 

Causalgia. Kant. Harpuper. Arch. Phys. Med., June 1946, 

Peripheral Nerve Injuries: Their Diagnosis, Prognosis 
and Treatment. R. E. M. Bowpen. J. Chart. Soe. 
Physio., July 1946. 

Cholinesterases in Degenerating and Regenerating Peri- 
pheral Nerves. Cuartes H. Sawyer. Amer. J. Physiol. 
May 1, 1946. 


Physical Therapy 


Physical Therapy in Small Community Hospitals. How- 
arp A. Carter anp Joun S. Courter. Arch. Phys. 
Med., June 1946. 

Physiotherapy and the Health Service. J. Chart. 
Physio., August 1946. 

Progress in Physical Medicine During the Past Twenty- 
Five Years. Ricuarp Kovacs. Arch. Phys. Med., August 
1946. 

Long Range Insurance for all General Hospitals—The 
Department of Physical Medicine. Jesste Wricnt. 
Hospitals, June 1946. 

Blueprint for an Important Service: Physical and Oc- 
cupational Therapy. Wu.t1am BennamM Snow. Mod- 
ern Hospital, June 1946. 
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Normal Posture in Early Childhood. Joun G. KunHns. 
Public Health Nurs., Aug. 1946. 

Dynamic Posture. Beckett Howortn. J.A.M.A., Aug. 24, 
1946. 


Radiation 


Artificial Sunlight Treatment in Industry. Brit. Med. J, — 


June 8, 1946. 

Some Newer Uses of Roentgen Therapy. Harrer G. 
SicHier. J. Mich. State Med. Soc., April 1946. 

The Distribution of Radiation in the Atomic Bombing 
of Nagasaki. Joun C. Larkin. Amer. J. Roentgenology 
and Radium Therapy, May 1946. 

Ocular Effects of Radiant Energy. Cuarves F. KurscHer. 
Industrial Med., May 1946. 

Cancer of the Larynx: Five Year Results of Concentra- 
tion Radiotherapy. Max Cutler. Arch. Otolaryngology, 
April 1946. 

Rehabilitation 


Rehabilitation. J. Chart. Soc. Physio., August 1946. 

Rehabilitation Today and Tomorrow—the B.M.A.’s Re 
port. J. Chart. Soc. Physio., August 1946. 

The Problem of Reconditioning and Rehabilitation as 
Related to Cardiac Diseases. 
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Medical Implications of Convalescence. Ricuarn W. 
Lippman. Arch. Phys. Med., Aug. 1946. 
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Annual Reports 1945-1946 (Concluded) 


Report of “The Physiotherapy 
Review” 


The greatest change in THE PHYSIOTHERAPY 
Review during the year 1945-46 is the new 
cover. This change was approved by the execu- 
tive committee and was started with the first 
issue of 1946. This was done at a nominal cost 
and has greatly improved the appearance of the 
magazine. The suggestion also was made and 
carried out that a history of the American Physio- 
therapy Association be written and published 
during the twenty-fifth anniversary year. Miss Ida 
May Hazenhyer was selected to write this series 
of articles and has contributed a very interesting 
feature. 

The problem of increasing the advertising al- 
ways is a very real and important one. To this 
end, an attractive brochure was prepared and dis- 
tributed to prospective advertisers. We also have 
raised the rates of advertising so as to more 
nearly conform with those of comparable pub- 
lications. 


As was reported last year, the large increase 
in subscriptions and the great number of changes 
in address has added considerable stenographic 
work to the Review office. 


In June 1945 Miss Mildred Elson resigned as 
editor-in-chief of the Review, but she has con- 
tinued to serve as an associate editor. This con- 
tact with the national office has been very helpful 
in expediting matters of policy. 

Following the resignation of Mrs. Hazel Put- 
man from the position of business manager, her 
duties were taken over by Mrs. Helen Eckersley. 
It was decided to name Mrs. Eckersley business 
manager rather than to appoint one from the 
membership. This has been a most satisfactory 
arrangement. 


We wish to express our appreciation to our 
contributors and especially to Major Emma E. 
Vogel of the Office of the Surgeon General for 
news releases and original articles from personnel 
in the Army Service Forces. 


Respectfully submitted, 
Loutse ReInecKE, Editor 


Report of the Business O ffice 


Since the financial report of the business of- 
fice of THE PuystoTHERAPY Review is included 
in the Treasurer’s Report, the following statistical 


information is submitted by the business office for 
the period May 1, 1945, to sa 30, 1946: 


Subscriptions entered . . 884 
These consisted of: 
(a) New subscriptions... 240 
CRD) SID ends ok. ---cscenciee OLE 
Two-year subscriptions (included in above 
|) EAS ene . 47 
Three-year subscriptions (included in 
Se | RNS SER en 1 
Single copies EIA cht 86 
Books sold (“Physical Therapy” by John S. 
FY Rte re ee OE oe 2 
eette UE .. not... 3600 
Paid advertisements run................................- 35 


Respectfully submitted, 
Heven W. Eckersey, Business Manager 


Report of the Placement Service 


Following is a report of the activities of the 
placement service for the year May 1, 1945 to 
April 30, 1946: 


Applicants 
Requests answered and blanks sent.......... 173 
Blanks returned from applicants.............. 113 


Number of applicants now on active file. 63 
Removed from file because we did not 


receive responses to our cards.............. 10 
Placed—through our service.................... 21 
Placed—through other sources................ 29 
Remained in present positions.................. 3 
Remained in Army..................--.-------00- 2 
Asked to be removed (married, taking 

refresher courses, ill health, etc.) ........ 9 

Positions 
Total positions on file during year............ 157 
Positions filled through our service.......... 13 
Positions filled through other sources...... 50 
Still on active fhe... .....ccc ces ceescsceseesese O4 


It is interesting to note that when the place- 
ment service files were moved from Chicago to 
the national office in June 1945, there were 20 
applicants on file as compared to the 63 now on 
file. This increase in applicants is due to the fact 
that so many of our members were in the service 
and are now seeking civilian employment. 


The number of positions on our files has de- 
creased as the number of applicants has increased. 
Positions are scattered throughout 34 states of 
the United States. 








266 


Salaries have varied for the different types of 
positions. The range has been from $150 for in- 
experienced physical therapists to $3,000 for a 
head of department. 

We would like to explain that after an ap- 
plicant returns the placement blank, it is neces- 
sary for us to send for references. These often 
take some time in reaching us and therefore at 
times there is unavoidable delay in sending job 
information to applicants. 


Respectfully submitted, 
BarBaRA Wuire, Field Secretary 


Reports of Chapter Relations Chairmen 


Carolina Chapter 
Last year’s report indicated that the meetings of the 

Carolina Chapter were “discontinued for the duration” 
and that, therefore, “Chapter Bulletins” were sent to 
each member every two months. This proved to be such 
a welcome sharing of news that the bimonthly publica- 
tions have been continued this year, even though regular 
chapter meetings have been resumed. An important 
change was inaugurated: that of making it a news 
letter instead of the magazine-type bulletin which had 
become an unwelcome chore to publish. This year the 
news letter has been an attempt to share news and 
humorous events related to the activities of individuals 
and groups in the chapter without the clinical reports 
contained in the former bulletin. 

An effort is being made to stimulate a sharing of 
news on a nationwide scale by inviting other chapters 
to send copies of their news letters to the Carolina 
Chapter on an exchange basis. At this writing no report 
of the outcome of this project is available as it was 
started with the current issue of the news letter which 
was mailed very recently. 

Following a suggestion of the National Relations 
Committee, the Carolina Chapter subscribed to the news 
letter of the National Council on Rehabilitation. The 
Relations Chairman reviews the pertinent information 
about rehabilitation and reports it to the Carolina mem- 
bers through their bimonthly chapter news letter. 

An Advisory Council of three physicians was appointed 
this year: 

Dr. Lenox D. Baker, Associate Professor of Orthopedics, 
Medical School, Duke University, Durham, North 
Carolina. 

Dr. John Stuart Gaul, Professional Building, Charlotte, 
North Carolina ' 

Dr. G. S. T. Peeples, Director, Division for Crippled 
Children, State Board of Health, Columbia, South 
Carolina 
The members of the Advisory Council are invited to 

meet with the general membership at meetings of the 

Chapter. 

Important relations with groups other than physical 
therapy also have been developed. A subscription to 
“The Physiotherapy Review” was given by the Chapter 
to the Medical Library, Charlotte, North Carolina. 

Contact was established with the Veterans’ Administra- 
tion Advisors in the Carolinas, and several chapter mem- 
bers were designated as vocational consultants to help 
veterans who desire vocational information before decid- 
ing on employment objectives. 

The state Vocational Rehabilitation organization also 
was contacted, and several members of that staff have 
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visited the physical therapy department at Duke Hos. 
pital, Durham, North Carolina. 

At the Chapter’s spring meeting in Columbia, South 
Carolina, a number of orthopedic nurses from the two 
states were present for the evening banquet. The main 
speaker for the occasion was Dr. W. A. Boyd, Ortho- 
pedist, Columbia District, Division of Crippled Children, 
State Board of Health of South Carolina. 

During this year, Miss Mary C. Singleton, Chapter 
President, has attended two vocational guidance pro- 
grams at the University of North Carolina and there 
presented the training and occupational aspects of 
physical therapy to the students. Their interest showed 
this to be a worthwhile endeavor. 

Further effort of this sort is being carried on at 
present, by contacting the vocational advisers in the 
high schools and colleges of the Carolinas. Literature is 
sent regarding preparation and work in the field of 
physical therapy, and the advisers are informed of ree- 
ognized physical therapists, chapter members, who are 
available for personal appearances. 

The last word has to do with the convention. The 
Relations Committee invites the physical therapists of 
the nation to come to the Carolinas in June, and see 
for yourself. 

Respectfully submitted, 
Joun D. Rrever 
Central New York Chapter 

Two talks were given by the Relations -Chairman to 
two groups of senior nurses at St. Joseph's and at Crouse 
Irving Hospital. 

Senior medical students from Medical College spend 
six weeks in the physical therapy department at Syracuse 
Free Dispensary where they are told of the American 
Physiotherapy Association activities and its members. 

An article was published on the activities in the 
Onondaga County Medical Journal. 

The Chapter has three members on its Advisory Coun- 
cil and two Associate Members. 

Respectfully submitted, 
Exvira HorrMire 
Colorado 

The Colorado Chapter has two members on its Advis- 
ory Committee but this committee has not been active 
during the war. 

The Chapter has one associate member—Ora L. Hud- 
dleston, M.D. Dr. Huddleston was in charge of the 
physical therapy section at Fitzsimons General Hos- 
pital. He also is second vice president of the American 
Congress of Physical Medicine. 

The Relations Chairman has served as a member of 
the Coordinating Council for the Physically Handi- 
capped and has served as a member of the beard of 
directors of the Colorado Society for Crippled Children 
and Adults. 

Close contact has been kept with the departments of 
physical education in Colorado University and Denver 
University. 

Notices of all chapter activities have appeared in 
the larger local newspapers. 

Demonstrations and talks have been given to various 
groups of P.T.A. and preschool organizations. 

Respectfully submitted, 
Gus VALDEMAR 
Connecticut 

The activities in Relations for the past year have 

been mainly in connection with Chapter meetings. Ar — 


rangement for the announcement of our fall meeting, — 


when Miss Jessie L. Stevenson was our guest speaker, 
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was made with the State Health Department, Bureau 
of Public Health instruction, in the Weekly Health 
Bulletin which is mailed to all the health officers and 
public health nurses throughout the state. As a result 
some of the public health nurses joined our group in 
the after dinner meeting. The Connecticut Society of 
Physical Therapy was invited to attend this meeting 
and also our March Meeting when Dr. Poverman dem- 
onstrated the Anderson Apparatus. Reports of our meet- 
ings appeared in the local newspapers the day following 
the meetings. 

Two Executive Committee meetings were attended— 
one in Hartford, when the Constitution and By-Laws 
were checked for approval, and the other in Hamden, 
when Miss Barbara White gave us helpful suggestions 
for our plans in the future. 

The arrangement made a year ago to send copies of 
the pamphlet “Physical Therapy—A Service and a 
Career” to the principals of the high schools in the 
state, was delayed. However, 150 of them have now been 
sent to Mr. Harold Mahoney, in the Occupational Divi- 
sion of the State Department of Education, with a sug- 
gested letter indicating changes to be noted in the pam- 
phlet when these are sent to vocational Guidance 
Counselors. 

The Connecticut State Medical Society held its Annual 
Meeting in Hartford on May 1-3, and our Chapter was 
invited to arrange a meeting as one of the guest organi- 
zations. The other guest organization was the Con- 
necticut Occupational Therapy Association. 

An effort has been made to contact the superintend- 
ents of the leading hospitals in the state in order to 
explain the values of employing physical therapists who 
are members of the American Registry of Physical 
Therapy Technicians or members of the American Physi- 
otherapy Association. 

Copies of our revised Constitution and By-Laws were 
distributed at our March meeting but time has not per- 
mitted the fulfilling of all the duties outlined. The 
Advisory Council of three members is to be selected by 
the Executive Committee some time in the future. We 
have no associate members in our Chapter. 


Respectfully submitted, 
Iba ReymMonp 


Eastern New York Chapter 
Because of the dispersal of our members during the 
war we were unable to hold regular meetings. However, 
at the last two meetings we had a speaker and invited 
nurses, physicians and physical education teachers in 
our district to the meetings which were well attended. 
Respectfully submitted, 
Grace Berry Rernnart 


Illinois Chapter 


The Relations Committee of the IJinois Chapter is 
composed of four members, each one essentially respon- 
sible for certain phases of committee work such as 
public relations, rehabilitation, education and exhibits. 

Hundreds of brochures were distributed throughout 
the State and in Chicago through the Iliinois Federation 
of Women’s Clubs, and through the National Founda- 
tion for Infantile Paralysis as well as to high schools, 
colleges, Y. W. C. A.’s and directly to individuals. Talks 
have been given to groups such as the vocational coun- 
selors of the Chicago High Schools on physical therapy 
as a profession. We are grateful to Mrs. Karlisteen, 
executive secretary of the Cook County Chapter of the 


National Foundation for Infantile Paralysis, who assisted’ 


us with staff and facilities in carrying out our mailing 
campaign. Many replies requesting further information 
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concerning physical therapy have been received by indi- 

vidual physical therapists, Northwestern University, the 

Illinois Chapter and the National office as a direct result. 

Members of the Committee have given interviews to 

individuals seeking information regarding physical ther- 

apy as a profession. 

Copies of the American Physiotherapy Association 
directory have been distributed to hospitals and physi- 
cians where we feel that they will be of greatest service. 

Correspondence was carried on with out-of-town groups 
who were interested in physical therapy and wished to 
visit physical therapy departments in Chicago. Arrange- 
ments for visits were made by our cooperative chapter 
members. 

July 2lst the Chapter sponsored a radio program. 
“That Men May Live” is produced by the Council of 
Social Agencies of Chicago and each week is devoted to 
some phase of public service. A story of the use of 
physical therapy in poliomyelitis was presented; 300 
publicity postals were sent out by chapter members and 
the replies received indicated that listeners found the 
program interesting, well written and well acted. Inquir- 
ies concerning training for physical therapy also followed 
this effort. 

January 17th there was a combined meeting of the 
occupational therapists and physical therapists at the 
University of Illinois in Chicago. Dr. Storms, from the 
Workmen’s Compensation Clinic, Toronto, Canada, gave 
an interesting illustrated lecture upon the work that he 
is doing. Over 200 physical therapists, occupational ther- 
apists, physicians and nurses attended. A similar meeting 
for the two organizations is planned once each year. 

Another annual project with allied organizations is 
the Tri-State Hospital Assembly held in Chicago during 
May. The Illinois Chapter is sponsoring the two physical 
therapy sessions this year. Wisconsin, Indiana, Michigan 
and Illinois usually combine efforts to make the physical 
therapy section of unusual interest, and as a rule attend- 
ance is very gratifying. 

Our Chapter is represented on the Committee on the 
Handicapped which functions as a steering committee 
on Vocational Rehabilitation in the Council of Social 
Agencies. The Relations chairman has attended and 
participated in the many meetings, working on the 
establishment of a Vocational Rehabilitation Center ia 
Chicago, planning for the education of epileptics, organ- 
izing a program for the blind, and conferring with 
Governor Green upon rehabilitation procedures through- 
out the state. The committee member responsible for 
rehabilitation investigated the interpretation of Public 
Law 113 in Illinois and sent to the National office a 
detailed report of the findings, as requested by Miss 
Elson. 

Our exhibits are in the process of revision and we 
have nothing new to offer at this time. However, we 
would like to have a “Poster Set on Posture Training in 
Very Young Children” as worked out by Mable Fitz- 
hugh of San Francisco, when and if such is available. 

Members have given talks to various groups: 

Dorothy Baethke (April 13) U. of Ill. at Urbana; Voca- 
tional Conference for Students: “Opportunities in 
Physical Therapy.” 

Irma Walker (May 21, 1945) Board of Education; Voca- 
tional Counselors of Chicago high schools. “Physical 
Therapy as a Profession.” 

Anne Prochazka wrote a paper on “Nursing Care -in 
Hemiplegia” for American Journal of Nursing (Vol- 
ume 46, Number 2, February 1946). 

Respectfully submitted, 
Irma WALKER 
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Maine State Chapter 


We have been called upon to answer a number of 
requests regarding approved schools, characteristics of 
the work involved in physical therapy, etc. 

One of our members, Katherine Andrews, addressed 
a local club on physical therapy in general and the 
significant developments that have occurred these last 
years. 

A Health Fair sponsored by various Health Agencies 
was held in Portland and we were invited to take part. 
Under the supervision of Mary Clancey a booth was 
very deftly decorated with physical therapy apparatus 
and a large poster showing the activities of the profes- 
sion. Literature on physical therapy also was distributed. 

As our membership increases, we hope our activities 
will increase. 

Respectfully submitted, 
Imecpa THIBAULT 


Maryland Chapter 


In June of 1945 we cooperated with the National 
Foundation for Infantile Paralysis in promoting Physical 
Therapy Week. We distributed pamphlets to the sec- 
ondary schools containing information on physical ther- 
apy and on available scholarships. Placards were given 
to the display managers of Stewart's, Hocschild’s, Hutz- 
ler’s, the Hub, the May Company, and Brager Isenberg’s 
for display in their windows. In addition, Hocschild’s 
fittingly decorated a complete window showing a phys- 
ical therapist with a young patient; in the background 
was a giant poster, contributed by the National Founda- 
tion for Infantile Paralysis, describing opportunities in 
this field. 

We have offered our services to the Veterans’ Admin- 
istration, Office of the Vocational Adviser, to furnish 
information on physical therapy for veterans. 

We distributed twelve coin collection boxes for the 
March of Dimes Drive during January 1946, collecting 
a total of $31.01. 

We have three members on our Advisory Council who 
are invited in accordance with the Chapter Constitution 
to every general meeting. 

We have one Associate member, Mr. R. C. Thompson, 
who is Director of Vocational Rehabilitation, and one 
A.P.A. chapter member who also belongs to the Business 
and Professional Women’s Club. 


Respectfully submitted, 
Micprep SELENKOW 


Massachusetts Physiotherapy Association 


One of the primary objectives of the Relations Com- 
mittee of the Massachusetts Physiotherapy Association, 
Inc., has been to inform the medical profession and 
allied professional groups in Massachusetts of the quali- 
fications of a well trained physical therapist and to 
make available to the physicians a directory of all 
members of the American Physiotherapy Association 
in this state. 

Approximately two hundred fifty (250) - directories 
were sent out with a covering letter to each hospital 
director in the state, to directors of the Visiting Nurses 
Association, local insurance company nursing services, 
to the presidents of all medical societies, state and 
county, and medical groups including the Boston Ortho- 
pedic Club and the New England Society of Physical 
Medicine. 

A notice was sent to the New England Journal of 
Medicine stating where physicians could obtain direc- 
tories and a copy of Dr. Ray Lyman Wilbur’s letter 
which was loaned to us for use in this project by the 
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National Relations Chairman also was enclosed. The 
notice appeared in the April 18th issue of the journal 
but the letter was not used. 

There have been several responses and reactions to 
this project including a request for a qualified physical 
therapist and acknowledgment of the letter with a 
statement of intended cooperation. Also, Arthur L, 
Watkins, M.D., as chairman of the Committee on Phys 
ical Medicine of the New England Society of Medicine, 
has recommended that his committee go on record as 
supporting the Massachusetts Physictherapy Association, 
Inc., and action is planned with regard to the unapproved 
schools in this area. 

Plans have been made for a conference with the Voea- 
tional Guidance Counselors of the Boston City High 
School on May 15th, 1946, at the Massachusetts General 
Hospital Department of Physical Medicine in an effort 
to acquaint the Counselors with the requirements of the 
profession, its scope and possibilities, and the importance 
of choosing an approved school. The Massachusetts 
Association for Occupational Therapy will share this — 
program and present information concerning this allied 
profession. 

A letter was written to a local newspaper columnist 
protesting his use of the terms “physical therapist” and 
“chiropractor” interchangeably. An invitation extended 
to him to visit a physical therapy department was not 
accepted. 

Several attempts were made by the Publicity Chair- 
man, Miss Katherine Leary, to have meetings announced 
in the local newspapers, resulting in one published ac- 
count of a meeting. 

The organization continues its Review subscriptions 
to the Boston Medical Library and the Boston Public 
Library. 

Students from the three schools of physical therapy 
approved by the American Medical Association and many 
members of the armed services attended the monthly 
meetings. 

Mrs. Elizabeth Zausmer was author of an article, 
“Functional Reeducation of Transplanted Tendons,” pub- 
lished in the July-August 1945 issue of THe Puysio- 
THERAPY Review. 

The Relations Chairman represented the Chapter on 
the Committee for Physical Restoration Services, Divi- 
sion of Vocational Rehabilitation, Massachusetts De- 
partment of Education, and attended one meeting held 
at the State Department of Education. 


Respectfully submitted, 
Dorotuy V. WARREN 


Michigan Chapter 


The Michigan Chapter has had a year of illness, per- 
sonnel changes, and increased professional and personal 
responsibilities. Individual members have carried on 
their usual programs of promoting good relations in 
their own institutions and professional contacts, but 
there has been neither time nor energy for a very ambi- 
tious program of chapter relatiors. 

Copies of “Physical Therapy—A Service and a Career” 
have been distributed by members to institutions and to 
individuals in allied professions with whom they have . 
contact. A list of these is being compiled, to serve as 
a mailing list for informational material. 

Plans have been discussed for printing another chapter 
bulletin, but this will probably be postponed until 1947 
elections are over. 

A joint meeting with the local chapter of the Occupa- 
tional Therapy Association was planned for last 


but has had to be postponed twice. This will be held 
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as soon as arrangements can be completed. 

After each meeting a report of the business and a 
summary of talks given are sent to each member. This 
is not a project of the Relations Committee but has 
definite relations value. 

Respectfully submitted, 
Emity ADAMS 
Minnesota Chapter 

Our chapter took an active part in Allied Organiza- 
tions Day at the State Meeting of the Minnesota Hos- 
pital Association. A round table discussion was held 
which was extremely educational and most interesting. 
The President and Secretary met with the Planning 
Committee in January to arrange participation in the 
next State meeting. 

A number of our members have talked to various lay 
groups during the year regarding work being done in 
the field of physical therapy. These groups included 
Kiwanis, Rotarian and Lyons Clubs, women’s organiza- 
tions and high school and college student groups. 

The State Crippled Children’s Staff has been giving 
lectures to groups of Public Health Nurses on the sub- 
ject of “Posture” and “Feet.” Their aim has been to 
educate the nurses to observe the children whom they 
contact to detect early symptoms of deformity. 

The State Department of Rehabilitation has not yet 
organized an advisory group. However, Mrs. Isobel 
Nobles is acting as consultant in physical therapy and 
she will later be one of the Advisory Committee. 

The A.P.A. Directory has been placed in the libraries 
of our two largest County Medical Societies. 

We have four physicians on our Advisory Council. 
It is our plan to invite them to our annual meeting. 
Usually each one has a message at that time. Two of 
the members have been able to attend a few other meet- 
ings during the year. 

Miss Dorothy Bauer is on the Health Committee of 
the State Educational Society. Miss Lillian Hubmer is 
on the Orthopedic Committee of the State organization 
for Public Health Nurses. 

The Chapter held a joint dinner meeting in February 
with the State Chapter of Occupational Therapists. A 
special dinner meeting was held in October when Miss 
Worthingham was in Minneapolis. 

Respectfully submitted, 
Barsara B. Storey 


New Jersey Chapter 
The Chapter has three members on the Advisory 
Council who meet with the general membership. There 
are no Associate Members. Three members are repre- 
sentatives to local allied organizations. 
As far as I know there are no exhibits from New 
Jersey. 
Respectfully submitted, 
ELIzaBeTH SCHAACK 


Northern California Chapter 


With the end of the war and the return of service 
members to civilian positions, this year seemed the 
opportune time to stress the employment of only quali- 
fied physical therapists in California hospitals and 
physicians’ offices. The president of the Association of 
California Hospitals, Mr. Wordell, was personally con- 
tacted and agreed to read a letter on this subject to the 
fall meeting of the Hospital Association. This letter was 


well received and was followed up by letters to the Hos-_ 


pital Association’s coordinating councils in this area. 
In January, upon receipt of our new membership 
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directory, letters were sent to all hospitals in northern 
California and orthopedists in the Bay area emphasizing 
the importance of hiring physical therapists who are 
members of the A.P.A. or the Registry, enclosing the 
directory and giving the name and address of our new 
vocational bureau chairman, Miss Osborn. 

All lecture meetings were joint meetings with the 
Northern California Occupational Therapy Association. 

Our Advisory Committee consisting of five physicians 
were invited to meet with the chapter at the annual 
dinner and business meeting. 

Three members were appointed to represent our chap- 
ter in the Association of California and Western Hos- 
pitals. It is hoped at least one will be able to attend 
the convention to be held in Los Angeles in May. 

Miss Furscott submitted a report in September on the 
June 7th meeting of the California Council of Agencies 
for the Handicapped. She has been very active in this 
work and we expect a full report of her activities includ- 
ing her present trip to New York at our fall meeting. 

Miss Furscott also has worked with the Board of 
Directors of the California Physicians Service, who will 
administer the home town treatment of veterans in this 
State. A list of suggestions has been submitted to them 
which emphasizes the employment of only qualified phys- 
ical therapists and includes a uniform fee schedule. 

Miss Randle, formerly at Marine Hospital, has been 
promoted to ‘Chief of the Physiotherapy Service under 
Dr. Reggio in the Surgeon General’s Office in Washing- 
ton (U.S. Public Health Service). We are fortunate to 
have an A.P.A. member in this position and Miss Ran- 
dle has evidently already made her influence felt because 
for the first time Washington is allowing five days plus 
travel time to physical therapists who attended the 
convention in June. 

Our Advisory Council members are all associate mem- 
bers. Dues of these members are paid by the chapter 
while they are in office. 

Respectfully submitted, 
Is 
Ohio Chapter pg: 

The Relations Committee of the Ohio Chapter lost its 
efficient chairman, Catherine Howe, in January. Since 
that time the present chairman has endeavored to carry 
out some of the plans she had initiated. 

We have an almost complete list of allied organizations 
in the state, and the various districts send them notices 
of their meetings. 

High school vocational supervisors have been con- 
tacted, literature on physical therapy as a vocation and 
lists of schools have been sent them and speakers fur- 
nished on request. A group of Girl Reserves also re- 
quested a speaker. 

Several of our members have given talks on physical 
therapy, infantile paralysis and cerebral palsy before 
Parent Teacher Associations, church organizations, Ro- 
tary Clubs and women’s clubs, and one gave a radio 
talk. 

Miss Pratt has been invited to represent the physical 
therapy association on a committee of social agencies to 
consider the organization of a Curative Workshop in 
Cincinnati. 

Our relations with Y.W.C.A.’s, occupational 
apists, health groups, etc. have been quite active. 

We have three physicians on our Advisory board, and 
they are always invited to attend general meetings. They 
are too busy to accept very often. 

The chairman has asked for and been granted a small 
appropriation for the next year for the purpose of sub- 
scribing to the News Letter of the National Council on 


ther- 
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Rehabilitation, giving subscriptions of the Review to 
hospitals, and purchasing A.P.A. directories to distribute 
personally to chosen allied groups and clinics. 

We are looking forward to more efficient functioning 
of this committee next Fall when we expect our mem- 
bers, new and old, will be more settled and can be 
depended upon. There has been so much moving about 
that one can never be sure whether her committee is 
intact or not. 

Respectfully submitted, 
Marcaret W. CLEAVELAND 


Santa Barbara Chapter 


During the fiscal year 1945-1946 we have placed Amer- 
ican Physiotherapy Association directories in the local 
hospitals, the Public Library, and with the Chamber 
of Commerce. 

Publicity 


The publicity during the fiscal year 1945-1946 has 
been comprised of reports of Chapter meetings which 
have been given to the News Press. 


Respectfully submitted, 
Luevia Evy Atsatt 


Southern California Chapter 


Our mailing list is as complete as seems humanly 
possible. We add and subtract from time to time which 
seems to give us a workable answer, and we use it 
constantly. 

We have an active relationship with allied fields. Invi- 
tations are now going out for our May meeting. These 
invitations are to representatives of the Advisory Council, 
occupational therapists, corrective physical educational 
teachers in our public schools, health coordinators in 
our public schools, social workers in the various hos- 
pitals of our area, students in physical education at the 
universities and students in physical therapy at U.S.C. 
and the Children’s Hospital. 

The convention of the Association of California and 
Western Hospitals is to be held in Los Angeles this 
spring and the A.P.A. is to have a section at which 
physicians in various fields of medicine are to speak of 
physical therapy in their work. 

We have speakers who are prepared to talk on physical 
therapy when requested. 

Friendly and professional calls have been paid at 
hospitals in the outlying locations by members of the 
executive staff. 

We have distributed material regarding the profes- 
sion in schools and colleges where students may be 
interested. 

I have talked to college students interested in the 
work and others of our members have had similar con- 
ferences. 

These are some of our activities in the “Friendly 
Neighbor Policy.” 

Respectfully submitted, 
Sanan Cosy 


Washington State Chapter 


We have tried to comply, in as far as we were able, 
with the suggestions of the chairman of the National 
Relations Committee. On some points of the suggested 
routine we have failed but hope to do a much better 
job this coming year. 

Appended is a report of the Vocational Service Com- 
mittee which we have included in the Relations Com- 
mittee. 
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Vocational Service 


The Vocational Bureau of the Washington Chapter 
of the American Physiotherapy Association was formed 
in February 1946 in an attempt to obtain qualified phys- 
ical therapists for this area and to supplement the ser- 
vice from the National office. 

A list of vacancies has been secured and employers 
have been asked to give information on the following: 
wages, hours, vacations, sick leave, health benefits, 
social security, and attendance at National Conventions, 

Those inquiring about positions are asked to submit 
information regarding their educational background, 
experience, professional affiliations, availability, and 
type of position desired. 

To date: 5 employers have complied with requests 
for information 

12 persons have made inquiries regarding positions 
5 have had personal interviews 
2 positions have been filled. 
Respectfully submitted, 
Marcuerite I. Irvine 


Western New York Chapter 


Notices of our meetings have had good publicity both 
in newspapers and personal announcements to the Visit- 
ing Nurses Association, occupational therapists, mem- 
bers of hospital staffs, Veterans Administration, and 
Central New York Chapter of the A.P.A. 

John Kieta, ex-President of the Western New York 
Occupational Therapy Association, spoke to us on “A 
Program of Recreation Therapy at Buffalo State Hos- 
pital” at our June 1945 meeting. 

At our March 1946 meeting, Mr. Francis Sturner, 
Chief Pharmacist at Buffalo General Hospital was our 
afternoon speaker. He was very anxious for closer under- 
standing and cooperation between departments, espe- 
cially in institutional work. 

We have contacted our Veterans Administration offices 
in Western New York to offer our services as advisers. 
To date we have had no response. Several of our mem- 
bers have spoken personally to groups including high 
schools, girl scouts and alumnae associations. 

We have found in hospital work that the nurses are 
far more interested in physical therapy than ever before. 
This we believe is due to favorable publicity during the 
war. 

Grace Smith, physical therapist with Visiting Nurse 
Association, Buffalo, New York, represents us on the 
Rehabilitation Committee of the Buffalo Council of 
Social Agencies. She also is consultant in physical 
therapy for the Vocational Planning Committee of Cane- 
sius College of Buffalo. Both of these services are avail- 
able to veterans. 

The Public Health Division of University of Buffalo 
School of Medicine plans to start a permanent exhibit 
for the public to include many agencies associated in 
public health work, among them the A. P. A. They 
were assured of our interest and aid, but the venture 
is as yet unborn. 

Respectfully submitted, 
Giapys Borse. 


Western Pennsylvania Chapter 

Members of Committee: Because our chapter has been 
formed but recently, and had until a short time ago 
only a few members, our standing committees (with the 
exception of our Program Committee) have been com- 
posed of only one member. 

Relations With Associated Groups: Our program for 
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the year had already been planned without regard to 
inviting allied groups. In Pennsylvania we have many 
physical therapists who are licensed in the state, but 
who cannot be members of the Association. Those people 
unqualified for membership who are practicing around 
the Pittsburgh area were invited to two of our meetings. 
Next year’s program committee has been advised to plan 
several meetings to which we can invite physical educa- 
tion majors and occupational therapists. 

Advisory Committee: There is, as yet, only one mem- 
ber of our Advisory Committee—Jessie Wright, M.D. We 
plan to add to this as our chapter grows. It is not estab- 
lished in our constitution that the Advisory Committee 
attend executive committee meetings; but invitations are 
sent to our regular meetings. 

Mailing List: There is now on file a complete list of 
all hospitals and clinics in Western Pennsylvania together 
with the names of the superintendents. 

Veterans: The Veterans’ Hospital at Aspinwall has 
been contacted and our chapter has offered to help in 
securing registered personnel to meet their needs. 

Speakers: The vocational guidance directors of two 
of the Pittsburgh colleges have been contacted and one 
speaking date has been set for May. Next year we are 
planning to contact several of our large high schools. 


Respectfully submitted, 
Mary Exizasetu Kors 


Wisconsin Chapter 


Talks and demonstrations were given by individual 
chapter members to the following groups: 

1. ee University women, on Annual Career 
Jay. 

Dr. Florence I. Mahoney, Fellow in Physical Medi- 
cine at the University of Wisconsin, spoke on “Phys- 
ical Medicine as a Career.” 

State Rehabilitation Conference—panel discussion. 
High school Vocational Guidance groups. 
Parent-Teachers Associations. 

District Nurses meetings. 

Local County Units of the Wisconsin Association 
for the Disabled. 

Physical therapists from local orthopedic schools have 
cooperated with nurses at isolation hospitals by giving 
muscle training and guidance in hot packing during 
quarantine period of poliomyelitis cases. 

Newspaper publicity on Wisconsin Chapter meetings 
has been provided. 

There are five physicians on the Wisconsin Chapter 
Advisory Council who are selected by the Executive Com- 
mitee from the Associate members. 

There are six associate members in the Wisconsin 
Chapter, all of whom are M.D.’s. They are consulted 
individually when questions of the Chapter requiring 
such consultation arise. 

All associate members are invited to all Wisconsin 
Chapter dinners, meetings and programs. 


Respectfully submitted, 
Heren L. Freprickson 
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Reports of Chapter Secretaries 


Carolina 
No. of members—22 (Active 21—Inactive 1) 
No. of meetings—2 
First meetings in three years due to travel difficulties. 
A meeting of the Committee on Entertainment for the 
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A.P.A. Conference was held in February. Six news 
letters were sent to chapter members. 


Central New York 


No. of members—13 (Active 11—Associate 2) 

No. of meetings—4 

Lt. Thelma Curley was guest speaker at a special 
meeting held in September. There was a discussion on 
State legislature and plans were made for contact- 
ing new members. A visit was made to the Rhoads 
General Hospital, Utica, to observe physical therapy 
clinic. 


Connecticut 

No. of members—29 

No. of meetings—4 

This chapter has been reorganized. The constitution 
was rewritten and approved by the chapter and the 
National Chairman on Legislation, Miss McGarrett. 
Miss Jessie Stevenson spoke at the September meet- 
ing on the need for more correlation between nursing 
and physical therapy services. The chapter has been 
active and has accomplished a great deal during the 
year. 


Colorado 


No. of members—43 

No. of meetings—6 

Six formal educational meetings were held, including 
discussions on therapeutic exercise, peripheral nerve 
injuries, spastic paralysis and Guillain Barré syn- 
drome; also, two informal meetings were held. A 
number of projects are being developed publicizing 
physical therapy and to improve relations with allied 
organizations. 


District of Columbia 


No. of members—27 

No. of meetings—9 

Joint meetings with O. T. and the Crippled Children’s 
Society on Cerebral Palsy. A number of chapter mem- 
bers attended a meeting of the Academy of Physical 
Medicine held at Walter Reed Hospital, and also the 
dinner given by the Women’s Joint Congressional 
Committee in honor of Mrs. Franklin D. Roosevelt. 


Eastern New York 


No. of members—13 

No. of meetings—4 

Lectures: “Low Back Pain” by Dr. John Ghormley. 
“The End Results of the Poliomyelitis Epi- 
demic of the Year 1944” by Dr. Kristian 
Hansson. 

A discussion was led by Dr. John Cobb of the Hos- 

pital for Special Surgery. 


Illinois 

No. of members—129 

No. of meetings—6 

Lectures: “Spastic Clinic at Springfield,” Dr. Perlstein 
“Northwestern Polio Unit at Rockford,” 
Miss Dorothy Dean. 
“P_ T. Overseas,” Lt. Alma Schroeder. 
“New Developments and Drugs used in 
Orthopedic Cases,” Dr. E. Compere. 
“Use of Resistive Exercises. in Orthopedic 
Cases,” Captain DeLorme. 
“How Nerves Conduct,” Dr. H. D. Bowman. 
“Rehabilitation Clinic at Toronto,” Dr. 
Storm. 

Five dinner meetings and a chapter picnic were held. 
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Indiana 


No. of members—12 

No. of meetings—4 

One of the four meetings was strictly a business meet- 
ing and the other three were held with special activ- 
ities. The Marion County Crippled Children’s Society 
explained their services and chapter members were 
taken through their new physical therapy room. Chap- 
ter members were guests of Camp Atterbury at another 
meeting. The program was well planned with two lec- 
tures. Miss Barbara White attended a chapter meeting 
and explained the work of the National Office. 


lowa 


No. of members—10 
No. of meetings—0 
This chapter was organized April 8, 1946. 


Vaine 


No. of members—9 

No. of meetings—3 

The first meeting of the year was held at Maine Gen- 
eral Hospital, at which time it was voted to reduce 
the number of standing committees to four instead of 
six, thereby omitting the publicity and program com- 
mittees. The date of the annual meeting was changed 
from May to April. Three chapter members returned 
from service. . 


Varyland 

No. of members—30 

No. of meetings—8 

The chapter has had a very interesting year—seven 

otenee one special and six executive meetings were 

eld 

Three films entitled “Poliomyelitis,” “Psychiatry in 

Action,” and Facial and Body Prosthesis,” were shown 

at various meetings. A report on the Bear Mountain 

meeting was given by the delegate who attended. 

Lecture: “Current Trends in Supervising Technics in 
Nursing and Business.” 

Topics of Discussion: The Constitution; legislation in 
Maryland; a local registry and salaries. 

Relations between the chapter and the National Foun- 

dation have been excei:ent and to the mutual advantage 


of both. 


Vassachusetts 
No. of members—137 
No. of meetings—7 
The Massachusetts Physiotherapy Association contrib- 
uted the sum of $50 to the Greater Boston Community 
War Fund. A chapter membership directory was com- 
piled and printed. The directories have been used to 
acquaint the local orthopedic and medical societies 
with the existence and qualifications of the Massa- 
chusetts Physiotherapy Association, Inc. 
Lectures: “Speech Defects and Their Correction,” Miss 
Barbara Smith. 
“Treatment of Arthritis,” Miss Alice Fur- 
bish. 
“Treatment of Cerebral Palsy at Dr. Phelps’ 
Institute,” Miss Marion Kerr. 
“Rehabilitation and Physical Restoration,” 
Mrs. Dorothy Oates. 
“Growth Factors in Patients with Anterior 
Poliomyelitis,” Dr. David Grice. 
There has been a large increase in membership. The 
educational programs have been most successful and 
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the topics discussed have been varied and most inter- 
esting. 


Michigan 


No. of members—50 
No. of meetings—2 
Tour of new quarters of Detroit Orthopedic Clinic and 
Curative Work Shop. Lecture by Dr. Wm. Blodgett, 
recently returned from overseas. Summary of Dr. Blod- 
gett’s address and report of meeting sent to members, 


Minnesota 


No. of members—36 

No. of meetings—7 

Miss Catherine Worthington was guest at a dinner in 

October. 

Lectures: “Shoulder Injuries,’ Dr. McCane. 
“Cerebral Palsy,” Dr. Perlstein. 

A movie on “Spinal Cord Injuries” was presented at 

the April meeting. A joint meeting of the O. T. and 

P. T. was held in February. 


Missouri 


No. of members—20 

No. of meetings—8 

Efforts have been made to recruit new members. 

Demonstration of tank treatment of a poliomyelitis 

patient was given at Firmin Deloge Hospital. 

Lecture: “hort Wave Diathermy and the Interference 
of the Waves upon Radio,” Dr. Gordon 
Martin. 

Chapter members attended refresher course on phys- 

ical medicine given by Kansas University. 

State meeting held at O'Reilly General Hospital. 

Members visited P. T. department, orthopedic and plas- 

tic surgery wards. 


New York City 


No. of members—136 

No. of meetings—4 

Léctures: “Disorders of Gait in Nervous Diseases,” 
Dr. Ernst Hertz. 
Dr. H. Lawrence Dowd of the Pediatric 
Foundation spoke on the establishment of a 
cerebral palsy clinic. 
“Your Role in the Physical Restoration of 
the Severely Disabled,” Dr. M. Shimberg. 
“Considerations of Psychosomatic Medicine 
in its Relation to Physical and Occupational 
Therapy,” Dr. Carl Berger. 
“Fractures of the Upper Extremities,” Dr. 
David Telson. 
“Physical Therapy in Fractures,” Dr. H. 
Behrend. 
“Amputations,” Dr. H. H. Kessler 


Northern Calijornia 
No. of members—101 
No. of meetings—7 
A joint meeting of O. T. and P. T. was held on Novem- 
ber 2, 1945, and again on February 13, 1946. 
Dr. Livingston and staff presented a clinical meeting on 
peripheral nerve injuries. Dr. Storms of Toronto, Can- 
ada, addressed the chapter and also showed a film. 
Lt. Signe Brunnstrom showed films on amputees and 
physical therapy and gaits; also, another film on nerve 
injuries to the shoulder region. 
The membership of the chapter has steadily increased 
in the last few years. : 
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Ohio 

No. of members—82 

No. of meetings—2 

Miss Jessie Stevenson was guest at the semi-annual 
meeting in October. A joint meeting with the Ohio 
Hospital Association was held in April. There was a 
round table discussion on cerebral palsy with demon- 
stration of treatment. 


Lecture: “Factor in Relation to Cerebral Palsy,” Dr. 
W. Wheeler. 
“Physical Medicine at Ohio State Univer- 
sity, Its Relation to the State Chapter of the 
A. P. A.,” Dr. Shelby G. Gamble. 
Oregon 


No. of members—21 

No. of meetings—8 

Two dinner meetings, one social meeting, two movies at 
one session, and lectures at the other meetings. 


Pennsylvania 


No. of members—26 

No. of meetings—9 

Five meetings were held at the Graduate Hospital, two 
at the Philadelphia Society for Crippled Children, and 
one with Penn. Association of O. T. News letters with 
a resume of speakers’ talks were mailed to out of town 
members. 
Lectures: “Combat Fatigue,” Dr. Joseph Hughes. 

“P. T. Treatment of Psychoneurosis,” 5. 
Paul Campbell. 

“O. T. at the Ward Hospital,” Frances Hel- 


mig. 

— Possibilities in P. T.,” Dr. G. Pier- 
sol. 

“Community Health Services,” Julia Groscop. 
“Functional Rehabilitation in Transverse 
Myelitis and Spinal Cord Injuries,” Dr. Geo. 
G. Deaver. 

“Neurotripsy as a Method of Treatment in 
Poliomyelitis,” Dr. Geo. Boines. 

“A Demonstration on Functional Rehabil- 
itation,” Miss Betty Jones. 


Rhode Island 


No. of members—15 

No. of meetings—6 

Lecture: “Her Experiences Abroad,” Lt. Eleanor Sher- 
man. 

Film showing “Accident Service,” was presented at a 

joint O. T. and P. T. meeting. 


Santa Barbara Chapter 


No. of members—11 

No. of meetings—none reported 

The chairman of legislation reports securing three bills 
for the members of local chapter. 


Southern California 


No. of members—106 

No. of meetings—9 

Lectures: “Speech for Handicapped Children,” Dr. 
Mary C. Longerich. 
“Ruptured Intervertebral Discs,” Dr. E. 
Brockway. 
“Report of Research done on Muscle Ac- 
tion,” Dr. Irving Rehman. 
“The R. H. Factor,” Dr. Madeline Fallon. 

Members are visiting hospitals whose physical thera- 


pists are not active members of our Association. 
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Southern Minnesota 


No. of members—11 

No. of meetings—5 

Lectures: “Capsilotomys, Synovectomys, and Cup Ar- 
thoplastys,” Dr. P. R. Lipscomb. 

Dr. Earl C. Elkins gave a lecture and demonstration 

on crutch walking, braces, and use of electrical stimula- 

tion. 

A lecture for clinic physicians and technicians was 

given by Sister Kenny. 

A lecture on “Transverse Myelitis” 

Craig. 

Project—Local school children examined by Public 

Health officer and designated those who should have 

further examination to determine physical deformities 

needing corrective exercises. Dr. Elkins of the Physical 

Medicine Department of the Mayo Clinic conducted 

second examination and a total of 51 children were 

classified as needing corrective exercises. Student tech- 

nicians have met with these children twice a week. 

A follow-up is planned for these children next year. 


was given by Dr. 


Tennessee 


No. of members—9 
No. of meetings—2 
It is very difficult to conduct regular meetings because 
chapter members are so scattered throughout the State. 
News letters are sent out periodically. At the present 
time efforts are being made to establish a loan library. 


Texas 


No. of members—29 
No. of meetings—l1 
A dinner meeting was held in October. The annual 
convention was held in Galveston. It was held at the 
same time the University of Texas offered a post-grad- 
uate course in physical medicine and rehabilitation. 
Projects: Survey for the National Foundation and 
American Physiotherapy Association to ascertain 
whether or not the training of volunteer poliomyelitis 
workers would be practicable in Texas. Monthly letters 
sent to all chapter members and all physical therapists 
or qualified persons in the State. 

Virginia 
No. of members—19 
No. of meetings—1 
Sixteen chapter members attended meeting; also, many 
guests from McGuire General Hospital and student 
physical therapists. Dr. Donald Rose spoke about new 
trends and developments in physical medicine being 
used at Walter Reed Hospital. 


Washington 


No. of members—47 

No. of meetings—10 

Lectures: “Physical Medicine in a Naval Hospital,” 
Comdr. Louis B. Newman. 
“Physics of Ultra Violet Radiation,” Mr. D. 


Osterud. 
“Correlation of Physical —— and Ortho- 
ic Nursing,” Miss Jessie Stevenson. 

“Rheumatoid Arthritis and Allied Condi- 
tions,” Dr. Bruce Zimmerman. 
“Neuropsychology Affecting Service and 
Civilian Patients,” Dr. Ralph Stolzheise. 
“Correlation of Physical Therapy and Ortho- 
pedic Nursing,” Miss Florence 


x. 

“Orthopedic Conditions,” Dr. Gordon O'Neil. 
Chapter letters have been sent out each month follow- 
ing meetings. 
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Western Michigan 
No. of members—18 
No. of meetings—2 
At the October meeting new officers were elected. At 
the December meeting Lt. June Richter told of her ex- 
periences in the service. 


Western New York 


No. of members—39 

No. of meetings—4 

Lectures: “Recreational Therapy in a Mental Hospital.” 
Movie: “Rehabilitation of the Injured in 

Britain.” 

“Some Principles in Physical Medi- 

cine.” 

“These are our Children.” 

$ “Modern Drugs and How They Are 

Coordinated.” 

“The Overseas Experience of the 

Chief Orthopedist with the 23rd 


General Hospital”—slides. 


oe 


Western Pennsylvania 


No. of members—18 
No. of meetings—5 
Efforts have been made to attract new members and 
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ee all persons in the district eligible for member- 

ship. 

Lectures; “Protective Body Mechanics in Arthritis,” 
Dr. Jessie Wright. 
“Clinical Evaluation and Treatment of Trau- 
matic Transverse Myelitis.” 
“Reconstruction Surgery of the 
Capt. Francis Coffey. 


Hand,” 


Wisconsin 
No. of members—52 
No. of meetings—4 
Lectures: “Eye Defects of the Cerebral Palsy Case,” 
Dr. H. G. Schmidt. 
“Physical Therapy in the European Thea- 
ter,” Miss Alfretta Wright. 


“The Workmen’s Compensation Clinic,” 
Miss Margaret Kohli. 
“Occupational Therapy,” Miss Caroline 
Thompson. 
No reports from: 

Georgia 

Louisiana 

New Jersey 


Territory of Hawaii 








ABSTRACTS 


John S. Coulter, M.D. 








Therapeutic Results in Rheumatoid Arthritis 


Otto Steinbrocker, M.D., New York, N. Y. In Tue Jour- 
NAL OF THE AMERICAN Mepicat Association, 131:3:- 
189, May 18, 1946. 

To correlate the experience in our clinic with that of 
others, a survey was made of the recent literature on 
the treatment of rheumatoid arthritis. Study of over two 
hundred articles revealed the well known multiplicity of 
therapeutic measures said to produce satisfactory results 
in a high percentage of patients. Striking discrepancies 
were noted in various reports on the outcome of identical 
methods of treatment, such as chrysotherapy. 


Summary 


The greatest advance in rheumatoid arthritis has been 
its recognition and segregation as a separate entity from 
other articular disorders. The time has arrived to apply 
more generally to the study of its treatment the rigid 
and exact criteria prevailing in other clinical and labora- 
tory fields. When uniform standards are followed uni- 
versally, much inconclusive effort will be avoided and 
the results should prove more valuable in a shorter 
time. A more consistent and better integrated pool of 
information would be provided. Unwarranted exploita- 
tion of poorly controlled studies by commercial interests 
at least would become less frequent. 

It would advance research in this field if its official 
agencies sponsored a set of essential principles to guide 
therapeutic investigation in rheumatoid arthritis along 
the lines discussed here. An organized study of chryso- 
therapy under such auspices, conducted by several co- 


operating clinics taking part in a “blindfold” test, would 
prove invaluable. 

To assure more informative and reliable therapeutic 
studies of agents advocated for rheumatoid arthritis, the 
following safeguards are recommended: 

1. Inclusion only of cases definitely presenting the 
features of chronic rheumatoid arthritis according to 
the official classification of the American Rheumatism 
Association. 

2. Segregation of patients in such studies according 
to the stages of rheumatoid severity, as in Taylor’s clas- 
sification, to break down each observer’s results and to 
distinguish the response of each category. 

3. Use of specific criteria for evaluating and grading 
results, such as the “yardstick” of Baylis and Hall or 
our Therapeutic Score Card. 

4. Differentiating therapeutic effects on disease activ- 
ity from influence on functional capacity. 

5. A standard terminology of results—arrested, greatly 
improved, slightly improved, unimproved and worse, 
with definite significance for each. 

6. Elimination of lumping in evaluating results of a 
therapeutic agent on trial. 

7. Distinguishing specificity and palliative action. 

8. A reasonable interval after treatment —the period 
of potential relapse—at least three years, to intervene— 
followed by confirmatory follow-up examination, before 
apparent “arrest” or “great improvement” is acceptable 
for final reports. 

9. Control series alternated with those receiving anti- 
rheumatoid medication. 
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Temperature and Blood Flow in the Human 
Forearm 


H. Barcroft and O. G. Edholm, From the Department of 
Physiology, Queen’s University, Belfast. In Tue Jour- 
NAL OF PuysioLocy, 104:4:366, April 15, 1946. 

The temperature conditions and the rate of blood 
flow in the human forearm can be affected by alteration 
of the external temperature, in particular when the fore- 
arm is immersed in water at different temperatures (Bar- 
croft & Edholm, 1943). In order to assess changes, it is 
useful to have some standard for comparison. The 
standard which has been selected is provided by the con- 
ditions existing in the adequately clothed forearm at 
rest, indoors, at a room temperature of 18-20C. There 
have been many previous investigations of both tempera- 
ture and blood flow in the forearm, but they have dealt 
mainly with the temperature of the forearm skin (Bene- 
dict, 1925; Bazett & McGlone, 1927; Lewis, 1927; Col- 
lier & Maddick, 1932), and though blood flow has been 
measured under various conditions, the limb has always 
been immersed in water. Bath temperatures of 25C. 
(Prinzmetal & Wilson, 1936), 30C. (Grant & Pearson, 
1938), 32C. (Abramson & Fierst, 1942) and 35C. 
(Barcroft & Edholm, 1943) have been used. 

The data. presented in this paper enable a more ra- 
tional choice of water-bath temperature to be made by 
comparing the temperature of the skin, subcutaneous 
tissue and muscle, and the blood flow of the whole fore- 
arm, in the clothed forearm and when the arm is im- 
mersed in water at different temperatures. 

The opportunity has also been taken to measure the 
forearm temperature while the uncovered limb was (i) 
cooling in air and (ii) immersed in water at different 
temperatures. 

Summary 

1. The temperatures of the skin, subcutaneous tissue 
and deep muscle measured in the upper part of the 
resting forearm immediately after baring were 33.0, 
33.6 and 36.2C. respectively. 

2. The average blood flow in the resting covered fore- 
arm is 3.1 ecc./100 c.c. forearm/min. 

3. These figures are compared with those for the fore- 
arm in water at different temperatures. 


4. Although it is not possible exactly to reproduce the 
conditions in the adequately clothed forearm by im- 
mersion in water, a water-bath temperature of 34.0C. 
produces less alteration in these conditions than any 
other bath temperature. 

5. The use of this water-bath temperature during 
plethysmographic determinations ef the forearm blood 
flow has some advantages; they are discussed. 

6. The various forearm temperatures were measured at 
short intervals for 2 hr. while the forearm was: (i) Un- 
covered and exposed to air. The final temperature read- 
ings were, skin 27.9C., deep muscle 30.7C. (ii) Im- 
mersed in water. The final subcutaneous temperatures 
ranged from 14.6C. (water-bath, 12C.) to 38.7C. (water- 
bath, 41C.). For the deep-muscle layer the correspond- 
ing figures were 18.6 and 37.8C. respectively. 


Physical Medicine in the Treatmezt of Children 


Olive Shields,, B.M., B.Ch., Asst. Supt. Physical Therapy 
Dept., St. George’s Hospital; Director, Physical Ther- 
apy Dept., Victoria Hospital for Children, London. I. 


Tue British Journat or Pxysicat Mepicine anv IN- 


pusTRIAL Hycrene, 9:3:83, May-June 1946. 


The subject of this article may be considered from two 
points of view: (1) the organization, equipment and 
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staffing of a physical therapy department in a hospital 
for children, (2) the disorders of children in which phys- 
ical therapy is indicated. 


Disorders of the nervous system 


Lower motor neurone lesions: Diagnosis—The com- 
monest causes of lower motor neurone lesions are an- 
terior poliomyelitis, peripheral nerve injuries, birth pal- 
sies (Erb’s and Klumpke’s paralysis), and peripheral 
nerve lesions of uncertain origin, for example Bell’s 
palsy. 

A partial or complete reaction of degeneration is to 
be expected in all lower motor neurone lesions ii elec- 
trical tests are carried out some 10-14 days after the 
onset of the condition. It is waste of time carrying out 
tests earlier as normal responses will be obtained until 
degenerative changes have occurred in the nerve. 

There is now no doubt of the value of electrical stimu- 
lation combined with massage and active or passive move- 
ments in such cases (Seddon). The old idea however 
that a degenerated muscle is easily tired by more than 
5 or 6 contractions is—I think correctly and none too 
soon—being abandoned. 

Electrical testing of young children may be extremely 
difficult, and it is advisable to allow the child to play 
with the apparatus, and for one of the assistants to get 
the patient accustomed gradually to the admittedly un- 
comfortable skin sensations which galvanic stimulation 
produces. 

Upper motor neurone lesions: The commonest lesions 
met with in children are the spastic paraplegias, Fried- 
reich’s ataxia and cerebral diplegia. Characteristically 
there is no alteration in the electrical reactions in these 
conditions, so that any form of electrical treatment is not 
required. General massage and relaxation exercises are 
indicated in the early stages, followed by reeducation and 
a table of exercises designed to improve coordination as 
the condition improves. 


Respiratory disorders 
Asthma—Some account is given in an earlier contribu- 


tion of the form which breathing exercises should take 
in cases of asthma (Shields). 


Orthopedic conditions 


Massage, manipulation and faradic stimulation will be 
required after surgical procedures such as tendon trans- 
plantation and osteotomy and in the after-treatment of 
fractures; it should be stressed again, however, that active 
cooperation and effort by the patient should be invoked 
from the earliest moment. 


Postural deformities 


General postural deformities, including kypholordosis 
and scoliosis and a combination of these conditions, will 
form a considerable proportion of orthopedic cases re- 
ferred for remedial exercises. 


Rickets 

A general ultraviolet irradiation is of the greatest 
value; second degree ery doses twice weekly for 
long periods are required. 
Skin conditions 

A number of different skin conditions are referred to 
the physical therapy department for treatment, among 
the commoner of which are the following: eczema, alo- 
pecia, impetigo and nevi. 
Miscellaneous conditions 

Healing wounds 





276 


Traumatic Ossifying Myositis 


C. Heward. In Unrrep States Nava Mep. BuLietin, 

46:724, May 1946. 

Various theories have been advanced to explain the 
development of these localized bone growths. In the cases 
reported the areas were all in contact with bone. This 
would favor the theory of a periosteal injury with escape 
of osteogenic cells from the periosteum. Four cases of 
myositis ossificans were found following football injuries 
and one case following an injury incurred while playing 
soccer. Therapy for these cases consisted in prompt ap- 
plication of an ice pack. A roentgenogram was taken to 
rule out fracture. On the following day heat treatment 
was begun, with a fifteen minute immersion in the whirl- 
pool bath followed by a short wave treatment. These treat- 
ments were given twice daily for the first week. If the 
mass did not absorb within ten days or two weeks, a 
second x-ray examination usually revealed some soft 
tissue calcification. Heat therapy was continued when 
this condition was found and serial x-ray films were taken 
to check on the progress of ossification. These serial films 
showed a progressive increase in density of the calcifica- 
tion and a gradual reduction in size. Two cases were 
followed up for six months. None of these cases showed a 
complete disappearance of the ossification. The authors 
cite reports of sarcomatous degeneration of ossifying 
myositis which point to the possibility of some of these 
conditions suddenly undergoing malignant changes. 


Hot Baths in the Treatment of Early 
Infantile Paralysis 


A. David Gurewitsch, M.D.. New York, N. Y., and 
Margaret A. O'Neill, M.A., R.P.T., West Haverstraw, 
N. Y. In Tue Journar or Peptarrics, 28:5:554, May 
1946. 


Until Sept. 1, 1945, we have treated 35 patients with 
onset in 1943, 242 with onset in 1944, and 30 with onset 
in 1945. 

All patients of the 1943 outbreak had prolonged per- 
iods of packs before they were put into hot water. This 
group is valuable because it allows us to compare the 
responses of the patient to packs and to baths. It was 
our impression, as stated before, that the immersions 
in hot water speeded up the process of relaxation and 
elimination of pain from stretching. The case reports 
illustrate this point. 

We have limited ourselves entirely to the discussion 
of the uses of hot baths in the treatment of muscle 
tightness and muscle soreness and have left entirely 
aside the use of pools in the treatment of the paralysis 
for ambulation and in reeducation of coordinated func- 
tion, as this is outside the scope of this report. 


Physical Reconditioning After Rheumatic Fever 


Peter V. Karpovich, M.D., Randolph Field, Texas, Lt. 
Col. Merritt P. Starr, Capt. Robert W. Kimbro, Maj. 
Charles G. Stoll, Medical Corps, Army of the United 
States and Capt. Raymond A. Weiss, Air Corps, Army 
of the United States. In Tue JounnaL or THE AMERI- 
can Mepicat Association, 130:17:1198, April 27, 
1946. 

There is a great deal of diversity in AAF hospitals 
regarding the management of the period of convalescence 
after rheumatic fever. It varies from a prolonged restric- 
tion of physical activities to an early participation in 
special exercise which often may require a great deal 
of exertion. This difference in attitude regarding phys- 
ical activity can be explained easily. On the one hand, 
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it has been a medical tradition, based mainly on obser- 
vation among children, that rest is an essential part of 
the rheumatic fever regimen not only during the active 
stage of the disease but also during a long period of 
time afterward. On the other hand, accumulated experi- 
ence with rheumatic fever has indicated that this disease 
affects adults in a lesser degree than children, and 
therefore the management of the patients in the two 
instances may not be the same. Moreover, the present 
attacks on the “abuse of bed rest” in the treatment of 
various diseases, including those of the heart, have led 
to the question whether a prolonged period of physical 
inactivity during convalescence after rheumatic fever is 
beneficial or not. 

Our purpose in the present study was to apply certain 
physical fitness tests to the patients convalescing from 
rheumatic fever in order to determine (a) how soon 
after clinical subsidence of the disease a patient can 
safely participate in physical training and (b) how 
much time is required in order to regain the degree of 
physical fitness necessary for limited and full military 
duty. 

Methods 


Thus, there were three stepping-up tests used in this 
study: 

1. Preliminary test, consisting of twelve complete steps 
in thirty seconds, using a 12 inch bench, referred to in 
this study as the “12 inch test.” 

2. Preliminary test, consisting of twelve complete 
steps in thirty seconds, using a 20 inch bench, referred 
to in this study as the “20 inch test.” 

3. Progressive test, consisting in stepping on a 20 inch 
bench at a rate of twenty-four complete steps per minute 
for as long as the patient could continue but no longer 
than five minutes. 


If the patient failed the 12 inch test, he was con- 
sidered a bed patient and was given an additional 
medical examination and then retested in a day or two. 
If the patient passed the 12 inch test, he was given the 
20 inch test on the same day. If he passed the 12 inch 
but failed the 20 inch test he was allowed to be ambu- 
latory but not allowed to take part in ward exercises 
and was retested one or two days later. The patient who 
had passed both preliminary tests was placed on the 
ward exercise program. 

As a matter of precaution regarding the possible un- 
toward effect of exercise, it was decided to test the 
patient’s erythrocyte sedimentation rate twenty-four 
hours after each physical fitness test. This was done 
because a previous investigation showed that after 
strenuous muscular work the erythrocyte sedimentation 
rate should return to normal within twenty-four hours. 


Summary and Conclusions 


1. Study was conducted on 88 men convalescing from 
rheumatic fever in an Army Air Forces hospital. 

2. Patients participated in a graded program of phys- 
ical training. 

3. The time of beginning and intensification of train- 
ing was controlled by a series of physical fitness tests. 

4. It was found that these tests constituted a simple 
and safe method of control over physical reconditioning 
of the patients and furnished objective data when a 
patient was brought before the Disposition Board for 
discharge frem the hospital. 

5. It was found that patients convalescing from rheu- 
matic fever could safely participate in a graded system 
of physical exercises within two weeks after clinical 
cessation of the pathclogic rheumatic activity. 
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6. The conventional delay in the beginning of physi- 
cal reconditioning was reduced from 77.3 days to 16.2 
days without causing an increase in the incidence of 
cardiac damage during six to twelve months of obser- 
vation. 

7. There was no relationship between the abnormal 
erythrocyte sedimentation rate area during the disease 
and the time necesary to obtain a “fair” score on the 
progressive test. 


Lumbo-Sacral Root Pain 


J. MacD. Holmes, M.D., M.R.C.P., Physician, Stafford- 
shire General Infirmary; Consultant Physician, Wrex- 
ham and East Denbighshire War Memorial Hospital 
and B. R. Sworn, M.B., F.R.C.S., Surgeon, Stafford- 
shire General Infirmary. In Brirish Mepicat Jour- 
nat, No. 4459:946, June 22, 1946. 


Treatment 

There is no doubt that most cases of “sciatica” will 
clear up spontaneously, or can be cured or relieved by 
relatively simple measures without resort to surgery. Rest 
in bed, splinting, physical therapy (particularly the ap- 
plication of heat), injection of “trigger points” with local 
analgesic, and epidural injections of saline or local anal- 
gesic, all give successful results. There is also no doubt 
that a small number of cases are unaffected by such 
measures or suffer from recurrence of pain at intervals. 
It is not always satisfactory to temporize and attempt 
simple treatment in every case. The condition may be pro- 
gressive, as in spinal tumor. Even in cases of disk pro- 
trusion a sudden increase in the protrusion may some- 
times cause an irrecoverable paraplegia. It is, moreover, 
important to most patients that they should return to 
work and be free from disability as quickly as possible. 

We have therefore made a complete clinical and radio- 
logical examination of all our patients with sciatica, in- 
cluding lumbar puncture with manometry and examina- 
tion of the cerebrospinal fluid. If the presence of root 
irritation has been suggested, or if pain has been severe 
or of long duration, we have discussed the possibility of 
operation. If operation has seemed necessary, and has 
been agreed to by the patient, myelography with iodized 
oil has been carried out. If the myelography has been 
positive operation has been performed, but in a few cases 
we have operated, in spite of negative myelograms, be- 
cause of severe and intractable pain. 


Physical Therapy Management of Lower 
Extremity Amputees 


News and Comment. In THe Buttetin or tHe U. S. 

Army Mepicat DepartTMENt, 5:6:623, June 1946. 

At the suggestion of the orthopedic consultant, The 
Surgeon General’s Office, representative medical officers 
and physical therapists from the Army’s amputation 
centers met in September 1945 at the Army Medical 
Center, Washington, D. C., to evaluate the existent 
method of treatment of lower extremity amputees and 
make recommendations for a standardized program. 

The revised program is outlined in War Department 
Technical Manual 8-293, “The Physical Therapy Man- 
agement of Lower Extremity Amputees,” which has 
been forwarded to The Adjutant General for publica- 
tion. With the publication of TM 8-293 on or about 
May 30, 1946, TB MED 122, dated December 1944, is 
rescinded. The new directive is believed to be the most 


exhaustive study on lower extremity amputees accom-. 


plished in this country and will be of great value in the 
treatment of lower extremity amputees in civilian as well 
as military installations. 
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Progress in Cerebral Palsy 


Eric Denhoff, M.D. In Ruope Istanp Mepicat Journat, 

29:7:505, July 1946. 

1. Cerebral palsy is a syndrome in which neuromus- 
cular dysfunction is the outstanding symptom. Specific 
symptoms may be spasticity, athetosis, ataxia, rigidity 
and tremors, singly or in combination. 

2. The diagnostic clinic depends on physicians with 
intimate knowledge of developmental behavior- mechan- 
isms, as well as consultant neurologists, orthopedic sur- 
geons and psychologists. Newer aids to diagnosis include 
psychometric tests, electromyography and _ electroen- 
cephalography. 

3. Functional self-sufficiency is the aim of any re- 
educational program. Physical therapy, utilizing relaxa- 
tion, is the basis of good treatment. 


4. Curare and neostigmine, as adjuncts to physical 
therapy promise to be of value in cerebral palsy. 


Mechanical Excitability of Regenerating 
Nerve-Fibres 


J. Konorski and L. Lubinska, from the Physiological 
Laboratory, Nencki Institute for Experimental Biology, 
Poland. In Tue Lancet, No. 6400:609, April 27, 1946. 
In studying regenerating nerves one is struck by their 

extreme sensitivity to all sorts of mechanical stimuli. 

The slightest touch to the regenerating part of the nerve 

evokes reflex reactions in the animal, whereas much 

harder blows applied to the undegenerated part of the 
nerve, above the scar, produce no such effect. 


Summary 


Freshly regenerated nerve-fibres exhibit a greatly in- 
creased sensitivity to mechanical stimulation. The thres- 
holds of excitation of regenerated sensory fibres in 
mammals are a few ergs, compared with some hundreds 
or thousands of ergs in normal nerves. With electrical 
stimulation the opposite relations appear, the hi t 
thresholds being observed in the youngest parts of the 
fibre, and the lowest in the normal part. 

The mechanical excitability falls progressively with the 
ageing of regenerated fibres. 

The increased mechanical excitability of freshly re- 
generated fibres can usefully be applied to the diag- 
nosis of nerve regeneration. 


Postural Factors in Apical Tuberculosis 


Editorial in JouRNAL oF THE AMERICAN Mepicat Asso- 
ciation, 131:11:897, July 13, 1946. 


Tuberculosis in the adult shows a remarkable prefer- 
ence for the apical regions of the lungs. After the disease 
has become advanced in one apex it often involves the 
opposite apex months or years before lesions can be 
demonstrated in the lower two-thirds of the lungs. 

When an adult of medium height is standing or sitting, 
the weight of the column of blood rising from the right 
ventricle to the apexes of the lungs is greater than the 
mean pressure in the pulmonary artery; in a tall, narrow 
chested person the column of blood exerts a pressure 
greater even than the systolic pressure in the right ven- 
tricle. As the veins collapse easily, they cannot siphon 
blood over the apical capillaries and back to the left 
auricle. Thus one of the sequels of man’s erect posture 
is to reduce the blood flow to the upper parts of the lungs 
to nil if the cardiac output and the pulmonary arterial 
pressure are at their basal levels, unless the subject lies 
down. 








An Analysis of the Klippel-Feil Syndrome 


Cc. A. Erskine, M.R.C.P., Newcastle upon Tyne, Eng- 
land. In Arcutves or Patnotocy, 41:3:281, March 
1946. 

In 1912 Klippel and Feil described the pathologic 
anatomy of absence of the neck in a 46 year old man. 
The anatomic basis of the syndrome since known by 
their names consists essentially in a congenital fusion 
and numerical reduction of the cervical vertebrae. Since 
the original description of this rare condition, most of 
the communications have been reports of clinical cases 
of a less extreme type. The three characteristic clinical 
features of the syndrome are shortness of the neck, limita- 
tion of movement of the head and lowering of the 
hair line. 

Conclusions 


From the example of the Klippel-Feil syndrome pre- 
sented and from the case reported in the literature it is 
concluded that the essential features of the cervical 
deformity are synostosis of two or more cervical vertebrae 
and flattening and widening of the vertebral bodies. A 
numerical reduction of the vertebrae is an incidental 
rather than an essential part of the disorder, as is spina 
bifida. The latter depends largely on the degree of 
abnormality of the vertebral bodies. There is evidence 
that the anomaly has a genetic basis. A number of 
pathologic conditions which have been found in associa- 
tion with the osseous deformity of the syndrome receive 
an explanation in the light of recent observations in the 
field of experimental embryology. 


The Value of Electromyography in Lesions 
Involving the Lower Motor Neurone 


Ruth E. M. Bowden, M.B., B.S. In Proceepincs oF THE 
Roya Society or Mepicine, 39:6:339, April 1946. 


Diagnosis 
It has been suggested that electromyography has out- 
moded investigation of electrical reactions of the affected 
muscles. The results of electrical reactions have been 
described as unreliable, but the methods used have often 
lacked uniformity and it is not, therefore, possible to 
evaluate them adequately. 


Prognosis 


It is generally agreed that electrical reactions are 
wholly unreliable in prognosis but it is noteworthy that, 
amongst others, Head and Sherran (1905) and Benisty 
(1918) reported that in some cases faradic excitability 
returned before voluntary contractions. 


Treatment 


Treatment is dependent upon the type of lesion. De- 
generative lesions require physical therapy even if opera- 
tive intervention is not necessary. In the palsies involv- 
ing the intrinsic muscles of the hand, it is imperative 
to prevent atrophy as far as possible. Galvanic stimula- 
tion, given in regular and adequate doses, was effective 
in retarding the early rapid wasting but could not 
wholly prevent it and, in the later stages, treatment 
maintained the volume of the hands. In suitable cases 
(regrettably few) it may be possible to suture the nerve 
within three weeks of injury, and, therefore, from the 
point of view of physical therapy and operative repair, 
early diagnosis of a degenerative lesion is essential. 

At the moment there is no method of determining the 
state of the nerve at the site of the lesion; it is only 
possible to diagnose the presence of a complete or partial 
degenerative or nondegenerative lesion of a nerve. It is 
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always possible to watch the progress of a case, the 
earliest sign of motor recovery being the appearance of 
the motor units but this may be undesirable since, if 
the lesion is a high one, such delay may prejudice re- 
covery should repair be necessary. If a nerve lesion is 
associated with an open wound on the course of the 
nerve, or there is a fracture in which there is likelihood 
of compression or serious damage to the nerve trunk, 
the findings of a few motor unit action potentials should 
not be taken as a guarantee of useful function. It may 
be justifiable to wait for a few weeks, particularly if 
the lesion is a low one, or associated with injuries where 
experience shows the prospects are good. However, 
unless there is reasonably rapid improvement in the 
number of motor units and evidence of orderly reinnerva- 
tion of the muscles, exploration should not be delayed. 
In several instances motor units have been found where 
only a shred of the nerve trunk remained intact in such 
cases. 

In the light of present knowledge of peripheral nerve 
injuries, it does not seem possible to abandon any of the 
available diagnostic methods. The electromyogram is a 
useful aid to diagnosis, prognosis and treatment. If 
used in conjunction with information given by the his- 
tory and full clinical examination, it is possible to make 
a fairly accurate and comprehensive diagnosis in ‘the 
majority of cases; but there is still a small group in 
which the surgeon is faced with the problem, “Is it 
to wait and see, or should one look and see without 
further delay?” Early exploration is indicated if there 
is any doubt about the ultimate progréss of the patient. 


Observations on the Value of Electromyography in 
Lesions Involving the Lower Motor Neurone in Man 


Graham Weddell, M.D. In Proceepincs or tHe ROYAL 
Society oF Mepicine, 39:6:339, April 1946. 


In lesions where there is either destruction of the 
whole lower motor neurone, or degeneration of its axon, 
fibrillation action potentials can be recorded from the 
denervated muscle fibres. It is this characteristic change 
in the electrical activity of the muscle that can be used 
to distinguish between degenerative lesions of the lower 
motor neurone and affections in which the integrity of 
the neurone is preserved although the axon is tem 
rarily incapable of conducting nervous impulses. For 
instance, in cases of facial paralysis, it has been possible 
to differentiate by observing the presence or absence of 
fibrillation action potentials, between cases of Bell's 
palsy and those involving more severe damage to the 
facial nerve. Similarly, in certain cases of sciatica with 
muscle weakness and wasting, evidence has been ob- 
tained that the nerve has been destroyed. In such cases, 
the prognosis is not so favorable as in those in which 
no fibrillation action potentials can be recorded. 

In peripheral nerve lesions, it is not claimed that 
electromyography should replace tests based on the 
electrically induced activity of muscles but that electro- 
myography affords a more delicate means of assessi 
the condition of the motor nerve. It can detect minimal 
degrees of lower motor neurone denervation and the 
earliest stages of muscle reinnervation. 


The Use of Infra-Red and Ultraviolet Lights in 


General Practice 

Charles E. Fitzgerald, M.D., Farmville, North Carolina. 

In SourHern Mepicine AND Surcery, 108:6:177, June 
1946. 

With these effects in mind, we may generalize that 

infra-red heat may be used with expectation of benefit 
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wherever there is in progress: (1) inflammation, (2) 
infection, or (3) tissue repair, so long as it is used with 
care and understanding. From these generalizations we 
may mention certain specific conditions as arthritis, 
sprains, strains, neuritis and neuralgia; local infections 
as furuncles, carbuncles, infected wounds, particularly 
after perineal repairs, delayed union of fractures, 
prostatitis, etc. However, where the condition is deep- 
seated and the form of heat is to be penetrating, prob- 
ably diathermy or inductothermy is more advantageous. 

As a specific, ultraviolet rays may perhaps be limited 
to calcium-pkosphorus deficiency states. 

Other evidences of calcium-phosphorus deficiency such 
as tetany, spasmophilia and marasmus in infants, and 
osteomalacia and tooth decay in pregnant and nursing 
women, respond favorably to ultraviolet. 

In aone and staphylococcus infections, ultraviolet rays 
play an important part, used with vaccine therapy. In 
staphylococcus infections ultraviolet has a powerful ef- 
fect on the immunity processes, I believe equally im- 
portant as vaccine therapy. Local irradiation is bene- 
ficial because of definite aseptic action on staphylococci, 
and probably the best response to local skin infections 
is exemplified in the management of impetigo. Pityriasis 
does well under mild doses of ultraviolet. Acne vulgaris 
very often responds well, but there are many recur- 
rences. Sycosis clears up rapidly, as do lichen planus, 
tinea, and the more chronic forms of eczema—after dis- 
charges, crusts and ointments are removed. In ulcers 
and wounds, particularly those of badly nourished tis- 
sues, the results are good but slow. Results are good in 
recent wounds on normal tissues, as there occur stimula- 
tion of epithelial cells, vasodilation and sterilization— 
three very favorable factors in promoting the healing 
process. 

Ultraviolet is valuable in the treatment of nonpul- 
monary forms of tuberculosis, such as tuberculosis of 
the intestines, peritoneum, epididymis, and lymph nodes. 


Present-Day Concepts of Fracture Management 


Donald C. Conzett, M.D., Dubuque. In JounNAL oF THE 
Iowa State Mepicar Society, 36:7:282, July 1946. 


There are many types of treatment available following 
removal of the maintaining apparatus, all coming under 
the general classification of physical therapy. This is a 
specialty of itself but every physician doing fracture work 
must have some knowledge of its use, and misuse. Mas- 
sage has its place, but it is actually a lazy person’s means 
of exercise and usually some form of active motion is to 
be preferred. Heat is of great benefit for it is analgesic 
and a circulatory stimulant. Whether heat is administered 
by infra-red, diathermy, whirlpool bath or moist applica- 
tions, it should always be used to hasten return of func- 
tion. The use of weights and pulleys has not had the 
usage that its value deserves. By the construction at home 
of simple devices which the patient can use, he may 
improve movement much more rapidly than awaiting his 
daily or semi-weekly visit to the physician’s office for a 
quick treatment and then spend the interim in idleness. 

A valuable piece of apparatus for the physician to have 
in his office, and quite economical, is a goniometer to 
measure range of motion in joints. It is difficult for one 
to remember what degree of motion was present the last 
time the patient was seen. With such an instrument the 
physician can measure and record the progressive im- 


provement in the patient’s condition. Its psychic effect is 


likewise worthwhile, because frequently a patient be- 
comes discouraged at the lack of speed of recovery and 
he will watch with interest the progress made. We keep a 
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scale on the wall in the examining room for use of pa- 
tients who are restoring shoulder motion. The gain of an 
inch or two in reaching upward often sends a patient 
home knowing that his improvement is progressing. There 
are many other simple aids which tend to restore the 
mental as well as the physical well-being. 


The present-day concept of fracture management, then, 
is that because of a fracture an individual has been de- 
prived of every day activity; that this fracture must be 
accurately reduced by a method which will not jeopardize 
his complete recovery but will produce normal function 
with a minimum of pain and discomfort, allow early am- 
bulation, and insure mental ease; and that, finally, he will 
be given all aids possible in the restoration of function 
to the injured member and complete rehabilitation to 
his former manner of living. 


Poliomyelitis: Results of Treatment 


C. J. Frankel and Ruth L. Cralle. In Vircinia Mepicar 
MonTHLy, 73:179. Abstracted in JOURNAL OF THE 
American Mepicat Association, 131-:10:869, July 6, 
1946. 


Frankel and Cralle say that during the 1944 epidemic 
58 cases of infantile paralysis were treated at the Uni- 
versity of Virginia Hospital. At that time they concluded 
that the Kenny treatment, as a whole, was unnecessary, 
was expensive and required larger numbers of trained 
personnel than were then available. The orthopedic 
service had adhered rigidly to the Kenny method in 
1943. All except 12 cases were brought to the hospital 
after a three weeks isolation period in selected centers 
throughout the state. Muscle check examinations were 
done soon after the patients entered the hospital. These 
were repeated monthly. Muscle spasm was seen in all 
cases. The patients were placed on beds with fracture 
and foot boards. Muscle spasm was treated with applica- 
tion of hot wet packs given four or five times a day and 
discontinued when pain on stretching disappeared, Neo- 
stigmine methylsulfate and atropine were given intra- 
muscularly and neostigmine bromide orally. The authors 
conclude that hot packs and neostigmine are of value 
in the early treatment of poliomyelitis. Neostigmine is 
more effective when given intramuscularly. Incoordina- 
tion is also lessened by the administration of neostig- 
mine. Early locomotion with or without braces gives the 
patient a better outlook and speeds his rehabilitation. 
The end results so far as paralysis was concerned were 
no better than with previous methods of treatment but 
the patients did show less atrophy and less peripheral 
circulatory difficulty. Early physical therapy is of dis- 
tinct value and should be instituted as soon as pain 
subsides. 


Sleep Posture: Its Implications 


James McDonnell, M.C., M.R.C.S., L.R.C.P. In Tue 
British JournAL or Puysicat Meprctne Anp INpus- 
TRIAL Hycrene, 9:2:46, March-April 1946. 


A survey of the medical literature of Great Britain 
has failed to reveal evidence that any member of the 
medical profession has ever written detailed instructions 
to a healthy person how to lie in bed. Owing to this 
absence of knowledge, a large proportion of the popula- 
tion assume a faulty sleep posture, with the result that 
a considerable number of painful disabilities have arisen, 
which have their pathological origin in what I would 
call “passive trauma” of the costovertebral and inter- 
vertebral ligaments. 
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Finger Amputations 


G. J. Curry, M.D., Chief, Division for Surgery of Trauma, 
Hurley Hospital, Flint, Michigan. In American Jour- 
NAL OF Surcery, 72:1:40, July 1946. 

The several functions of a hand are described as 
tactile sense, pick up, grip, and hook. When amputations 
are to be done, these several functions should be con- 
sidered. The occupation of the individual should be taken 
into consideration when decision for amputation is made. 
A skilled artisan needs tactile sense and pick up. The 
common laborer needs grip and hook. Tactile sense ob- 
viously is lost with finger amputations, as this function is 
associated with the finger tips. The thumb is the most 
important digit of the hand, and it enters into part of all 
the functions of the hand. When it is the seat of any indi- 
cation for amputation, a careful appraisal of the amount 
to be removed should be made. Maintenance of pick up 
function preserves a means by which skilled artisans 
may carry on. The index finger, ring, fourth and fifth 
fingers are named in order of their importance to pre- 
serve this important function in combination with the 
thumb. The ideal pick up is by use of the thumb and 
index finger. The remaining fingers enter into this func- 
tion in order of their location, as mentioned. 


Grip or grasp is the most important function of the 
hand, with pick up in second place. The former involves 
the firm coordinated use of the intrinsic and extrinsic 
muscles. The latter calls for their delicate and dexterious 
action. Grip or grasp is essential to the heavy duty 
laborer. Pick up is necessary for the skilled artisan. Both 
functions overlap in their importance. Absence of the 
thumb at the carpal-metacarpal joint leaves a hand with 
finger grip alone. This is a weak hand. Preservation of a 
portion of the first metacarpal helps. The metacarpal 
phalangeal joints should never be sacrificed unless all 
efforts at satisfactory preservation of function fails. The 
knuckle line should be preserved, if possible, as this 
aids grip. If amputation of all fingers is under considera- 
tion, short finger stumps will maintain the knuckle line. 
One should constantly bear in mind the saving of as much 
as possible. 


Lupus Vulgaris 


L. Forman, M.D., M.R.C.P. A Clinical Lecture delivered 
at Guy’s Hospital on Tuesday, January 22, 1946. In 
Guy’s Hosprrat Gazerre, 60:1507:110, April 27, 1946. 
Lupus vulgaris is a chronic inflammatory disease of 

the skin, with a tendency to ulceration, scarring and 

healing, caused by the tubercle bacillis, bovine or human. 


Treatment 


Local treatment with ultraviolet light, the method of 
Finsen and the various apparatus since designed to in- 
crease the intensity of light available, is capable in 
expert hands of producing excellent results with a 
smooth, healthy scar. 

Ultraviolet light destroys the tubercle bacilli just be- 
neath the skin. By compression of the skin to empty the 
capillaries, light is able to penetrate more deeply into 
the substance of the granuloma and provoke a reaction 
of erythema and edema which undergoes resolution and 
healing, due to the flooding of the zone with fresh lymph 
and inflammatory cells. 

This treatment demands a special department with 
expensive apparatus, trained personnel and frequent 
attendances—it may be for a year. The economic factor 
frequently precludes such a prolonged course and leads 
to failure to cure. 
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Treatment of Sciatica with Alternating Current 


Abraham Cohen, M_D., Francis P. Naselli, B.S., P.T. and 
Marie P. Craig, B.S., P.T., Philadelphia. In Arcutves 
or Puysicat Mepicine, 27:4:219, April 1946. 


Our criteria for the diagnosis of sciatica are as fol- 
lows: 
1. Pain and tenderness along the course of the sciatic 
nerve. 
2. Diminished patellar reflex on the affected side. 
3. Presence of the Lasegue sign. 


When the maximum current is appiied there is a con- 
traction of the muscles of the limb with a minimal 
amount of discomfort. Relief usually is obtained im- 
mediately and may persist for a few days; however, 
treatment usually is administered every other day until 
relief is complete. In acute cases, such as those in 
which sciatica accompanies back strain, relief may be 
complete after two or three treatments. In the more 
chronic types, treatment requires a longer period. In 
either type a measure of relief is assured regardless of 
the cause. Thus far some 25 patients have been treated 
by the method. 


Summary and Conclusions 


1. The alternating current is a simple, safe procedure 
for the treatment of sciatica. 

. Twenty-five patients were treated successfully with- 

out being confined to bed. 

The patient becomes ambulatory almost immedi- 

ately. 

. The method is simple enough to be carried out in 
any physician’s office. 


Rehabilitation in the Post-War Period 


F. G. Ward, B.M., B.Ch., F.R.C.S., Late Surgeon Lt. 
Commander, Royal Naval Volunteer Reserve; Late 
Senior Medical Officer at a Royal Naval Orthopedic 
Rehabilitation Center. In Tue British JouRNAL OF 
PuysicaAL Mepicine AND INnpusTRIAL Hycrene, 9:2:38, 
March-April 1946. 


In peace, as in war, the strength of a country lies in 
its manpower. The urgent calls on manpower in the 
recent war have brought about a new conception in the 
treatment of the sick and injured. It is now not eno 
to get a man back on to his legs; he must be got back 
to his job, and this entails the prolongation of treatment 
beyond the hospital stage. During the recent war the 
three Services secured this by setting up Rehabilitation 
Centers and Convalescent Depots. The essence of the 
treatment at these establishments was that the injured 
or convalescent man should get himself fit by his own 
supervised efforts and that he should regain full confi- 
dence in his fitness. In wartime the criterion of full re- 
covery is fitness to fight; in peacetime, full earning 
capacity. 


Management of Late Head Injuries 


Lt. Col. R. C. L. Robertson, M.C., and Captain “William G. 
Peacher, M.C. In ANNALS oF Surcery, 124:1:40, July 
1946. 


It would, therefore, appear that there is no specific 
method of treating posttraumatic states, possibly due to 
the close association of physiologic and psychologic fac- 
tors, as suggested by Symonds. We have come more 
more to rely upon intelligent handling of the patient, 
early ambulation, sedation, psychotherapy and well- 
directed efforts at rehabilitation. This should include a 
well-organized program with graduated physical and 
educational facilities. 
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Health Resort Therapy in Gastro-Intestinal 
Disorders 


Samuel Weiss, M.D., New York. In Tue JouRNAL OF THE 
Amer. Mep. Association, 131:5:394, June 1, 1946. 


Spa therapy must be considered as an adjunct to, and 
not a substitute for, individualized management of diges- 
tive disorders. It is not indicated in every case, and it 
cannot replace the medication and other remedial pro- 
cedures adapted to the needs of each patient. A month 
at a spa, no matter how beneficial, is no safeguard 
against the return of ailments which are due to somatic 
changes and for which uncorrected habits of life may 
be responsible. These facts should be made clear to 
every patient, so that he may know that his future co- 
operation is indispensable to the maintenance of health. 

American health resorts, properly equipped and effi- 
ciently managed, with competent medical supervision 
of spa therapy, have an important place in the manage- 
ment of digestive disorders. American spas should 
stand in the same high repute and enjoy the same wide 
popularity which continental spas have attained. 


Heberden’s Nodes: Their Relation to Other 
Degenerative Joint Diseases 


Robert M. Stecher, M.D., Cleveland. In Arcmives oF 
Puysicat Mepicine, 27:7:409, July 1946. 


Heberden’s nodes are manifestations of degenerative 
joint disease usually affecting the terminal and occasion- 
ally involving the proximal interphalangeal joints of the 
fingers. Actually, they are seen in only a small proportion 
of the patients who seek medical advice because of degen- 
erative joint disease. 

My figures indicate that Heberden’s nodes are by no 
means universal, even in a population of great age. In 
151 men of over 70 years of age they were found in about 
3 per cent and in 184 women of the same age in about 
28 per cent. They are much rarer in younger women, 
occurring in less than 3 per cent of women under 60. 
They apparently occur no more frequently than this in 
patients with other degenerative joint disease. 

The treatment of Heberden’s nodes has not been satis- 
factory. No known therapy will make the deformities dis- 
appear once they have developed, nor has any procedure 

n discovered to prevent their appearance or their 
spread to further fingers in susceptible persons. The con- 
dition is relatively painless, but during early development 
the joints are inflamed and the seat of soft enlargement. 
Such inflamed enlargements are tender, and the fingers 
reed protection against trauma as well as against cold. 
Acetylsalicylic acid gives some relief. If symptoms persist 
and are sufficiently severe to require it, hot soaks at home 
several times a day or paraffin packs several times a week 
are indicated. This condition of tenderness and sensitive- 
ness is temporary, lasting from a few months to a year. 
The patient with Heberden’s nodes frequently complains 
of degenerative joint disease of other joints, which also 
require treatment with physical means. 


Electrotherapy of Cerebral Thrombosis 


Letters, Notes, and Answers. In Britisn Mepicat Jour- 

NAL, 4453:748, May 11, 1946. 

Q. I recently read that hemiplegia due to cerebral 
thrombosis may be treated by applying a consiant gal- 
vanic current to the skull over the affected side and to the 
cervical sympathetic on the same side, the relationale. 
being that the constant current causes vasodilatation of 
the cerebral vessels. Surely stimulation of the cervical 
sympathetic causes vasoconstriction and section vaso- 
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dilatation (Journal, 1938,2,667). Has this treatment been 
tested by others? 

A. I do not know of any literature dealing with this 
point. The rationale of the “treatment” is far from con- 
vincing. Even if dilatation of the intracranial arteries 
were produced there is no certainty that the area of 
cerebral softening would be reduced by such a process. 


A Further Study of Early Postoperative 
Ambulation 


Vincente D’Ingianni, M.D., and Hazel Ann D'Ingianni, 
M.A., New Orleans, Louisiana.. In American JourNAL 
oF Surcery, 72:1:66, July 1946. 


Although 250 cases added to 153 cases previously re- 
viewed are not staggering figures as far as statistics go, 
and can in no manner compare with Zava’s 6,000 cases, 
yet they become significant because they so consistently 
point out the advantages of early mobilization. 

A prompt return to normal life after operation, without 
undue upset of normal body functions should be the aim 
and end of all surgical procedure. If increasingly more 
advocates of early mobilization report continued excellent 
results over a period of years, perhaps the tradition of 
prolonged rest in bed after operation may one day find 
itself shelved. 


Severe Burns: Clinical Findings with a Simplified 
Plan of Early Treatment 
Robert Elman, M.D., F.A.C.S., C. R. Merry, M.D., Celsus 
E. Beguesse, M.D., and Raphael Tisdale, M.D., St 
Louis, Missouri. In Surcery, GYNECOLOGY anp OpstTet- 
rics, 83:2:187, August 1946. 


Early movement of the patient was encouraged and, 
unless the lower extremities were involved, the patient 
was urged to get up out of bed as soon after the dressings 
were applied as possible. If the lower extremities were 
involved, an attempt was made to get the patient into a 
wheel chair. When the upper extremities were involved 
it was obviously necessary to provide frequent nursing 
care in order to insure an adequate nutritional intake. 


Physical Medicine in Britain 


Sir Morton Smart, K.C.V.O., D.S.0., M.D., Manipulative 
Surgeon to His Majesty the King, Consultant in Phys- 
‘ical Medicine to the Royal Air Force, London, Eng- 
land. In Arcu. Puys. Mep. 27:5:267, May 1946. 

To those who advocate active movements only, | would 
point out what appears to be forgotten in this new trend 
of ideas of treatment, or perhaps is not known by all, 
namely, that all who devote themselves to the treatment 
of injuries by physical methods use such methods as a 
preliminary only to instituting active procedures when 
the time arrives. It is a firm and well established technic 
to encourage all patients being treated by what are 
usually described as passive methods to start active 
voluntary movements as soon as possible. 


Disappearance of Painful Phantom Limbs After 
Electric Shock Treatment 


J. E. Pisetsky, Captain, M.C., A.U.S., Veterans Admin- 
istration Facility, Roseburg, Oregon. In THe AMent- 
cAN JouRNAL oF Psycuiatry, 102:5:599, March 1946. 
A 55-year-old male with an involutional psychosis pre- 

cipitated by the traumatic loss of both legs with very 

painful phantom limbs was treated with electric shock. 

An improvement in the psychosis and a disappearance 

of the painful phantom limbs resulted. The mechanisms 

involved were discussed and relations to the causalgic 
state intimated. 
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Curare in the Treatment of Acute Poliomyelitis 


Max J. Fox, M.D., Milwaukee. In Tue Journat or THE 
American Mepicat Association, 131:4:278, May 25, 
1946. 


Medical science as yet has found no specific therapy 
for the treatment of poliomyelitis. Many drugs have been 
used in the attempt to aid convalescence, but only a few 
have proved to be of any value in supportive treatment. 
For the time being, hot fomentations and early~muscle 
reeducation seem to be the procedures of choice. This 
method of treatment js based on the assumption that 
the disease is self limited and that these procedures in 
therapy will bring about maximum return of function 
in the infected individual. Since no specific serum or 
chemotherapy is available, it is quite evident that this 
disease will run its course from day to day despite the 
many known therapeutic measures which might be under- 
taken. With this premise in mind, the available therapy 
must be thought of purely as a means of abating the 
illness and of preventing the development of deformities, 
subluxations and residual spasms. 


Conclusions 


1. Curare has been tried in 34 cases of poliomyelitis. 

2. Although a few of the patients noted subjective 
improvement, the findings, objectively, were not  en- 
couraging. 

3. Bulbar cases did not respond to this treatment, 
and in 2 cases a rapid downward course necessitated 
the use of artificial respirators. 

4. Curare may be in some instances of temporary bene- 
fit, but it is a dangerous drug and is not to be encouraged 
for the treatment of the acute phase of poliomyelitis. 


Book Reviews 


You Can Get Well Faster. By Donald A. and Nila K. 
Covalt. Paper. Pp. 27. Muncie, Indiana: Office of Doc- 
tors Donald A. and Nila K. Covalt, 1946. 


This monograph gives advice and illustrations of the 
exercises that will aid in convalescence. It shows that 
exercises aid circulation and that the better the cir- 
culation the quicker you get well, whether you are 
recovering from a fracture, an operation, an infection 
or almost any other kind of physical ailment. It is a 
pamphlet that should be read by everyone for whom 
the physician orders exercise. 


The Management of Obesity. By Louis Pelner, M.D., 
Associate Physician, Greenpoint Hospital; Assistant Phy- 
sician, Brooklyn Cancer Institute; Adjunct Physician, 
Beth Moses Hospital. Cloth. Price, $3. Pp. 144. New 
York: Personal Diet Service, 1946. 


This is a practical book on diet in the management 
of obesity. To make the text really practical, the author 
has included seven different calculated diets at each of 
three useful caloric levels and exercises that have stood 
the test of time. The author has used with great benefit 
the appetite-depressing drugs, but emphasizes that the 
mainstay of treatment is the subcaloric diet and exer- 
cise, along with psychotherapy of the family-physician 
type. 

In the appendix of this book there is a chapter on 
the nutrition of the normal body. It is felt that the 
physician who treats obese patients should know the 
function of each of the food factors in the diet. He also 
should be able to tell the approximate vitamin-mineral 
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content of any therapeutic diet, so that he would not 
reduce a patient’s weight and have him develop a defi- 
ciency disease. 

This book can be recommended as a handbook for 


the general practitioner. 


Essentials of Human Embryology. By Gideon §. 
Dodds, Ph.D., Projessor of Histology and Embryology, 
School of Medicine, West Virginia University, Morgan- 
town, West Virginia. Third Edition. Cloth. Price, $4, 
Pp. 314, with illustrations. New York: John Wiley & 
Sons, Inc., 1946. 


This is a concise and clear presentation of human 
development, incorporating the recent advances in em- 
bryological knowledge. The present edition is the most 
extensive since the book was first published. The plans 
and ideals of the earlier editions have been retained, 
The primary object of the revision has been to incor- 
porate those recent advances in embryological knowl- 
edge which properly come within the scope of such a 
book. The chapter on early development is wholly new. 
Other sections which have been extensively rewritten 
are those dealing with the fetal membranes, the early 
mesoderm, the organs of respiration, the body cavities, 
the blood vascular system, the lymphatics, the repro- 
ductive organs and the organs of special sense. New 
illustrations have been substituted at apprepriate places. 

This book can be recommended for medical students 
and for those who are preparing for the study of medi- 
cine in schools where embryology is a prerequisite 
subject. 


Burma Surgeon Returns. By Cordon S. Seagrave, 
M.D., author of “Burma Surgeon.” Cloth. Pp 268, with 
illustrations. Price, $3. New York: W. W. Norton and 
Company, Inc., 1946. 


In this book Doctor Seagrave tells what happened to 
himself and his hospital unit after the retreat with Still- 
well. Safe at last in India the physician and his nurses 
felt that it was the end of all their hard work and 
dreams, but they had only one thought—to help drive 
the Japs out of Burma and someday to see again their 
home in Namkham. Doctor Seagrave extracted from 
General Stillwell a promise that when new action de- 
veloped against the enemy he would save for them the 
meanest, nastiest task of all. 


As the advance projected that created the Ledo Road, 
Seagrave wrangled the assignment to be the mobile med- 
ical unit for the Chinese and American forces that con- 
quered the area over which the road is built. So wild 
was the terrain that hospital supplies and food had to 
be dropped from planes by parachute. 


Readers of “Burma Surgeon” will delight in the fur- 
ther adventure of the little native nurses, who, with 
more troops coming into the territory, begin to see 
American movies and to imitate the stars in dress and 
manner. That did not prevent their carrying on their 
arduous service in the casualty clearing stations under 
fire from the Japs. Finally after many false hopes and 
frustration, Doctor Seagrave is welcomed back with wild 
enthusiasm to his old hospital at Namkham. 


This is a fitting successor to the famous earlier book— 
“Burma Surgeon.” Throughout his experience Doctor 
Seagrave writes of the medical problems and achieve- 
ments of his unit in his own entertaining and heart- 
felt style. As the unit shares in the liberations of Burma 
he discusses the future of medicine and missions—sanely, 
humorously and with a strong love for Burma and its 
people. 
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Fractures, Dislocations and Sprains. By John Albert 
Key, B.S., M.D., Clinical Professor of Orthopedic Sur- 
gery, Washington University School of Medicine; Asso- 
ciate Surgeon, Barnes, Children and Jewish Hospitals, 
and H. Earle Conwell, M.D., F.A.C.S., Orthopedic Sur- 
geon to the Tennessee Coal, Iron and Railroad Company, 
Chairman of the Committee on Fractures and Traumatic 
Surgery of the American Academy of Orthopedic Sur- 
geons. Fourth edition. Cloth. Price, $12.50. Pp. 1322, 
with 1316 illustrations. St. Louis: The C. V. Mosby 
Company, 1946. 


This is the fourth edition of what is now a standard 
textbook on management of fractures and has been 
brought up-to-date. About 200 of the figures in this edi- 
tion are new. In the discussion of physical therapy in 
the treatment of injuries of bones and joints the au- 
thors state: “We further wish to emphasize the fact that 
in the average fracture, if the bones are replaced in a 
good functional position and immobilized over a sufhi- 
cient period of time, normal union will occur, and if 
the soft parts are not extensively damaged, function 
will return. This however is not true of joint fractures 
and the complications which arise in these injuries are 
mentioned under traumatic arthritis. It is well, how- 
ever, to say here that in a great many instances physical 
therapy has been used over periods of many months in 
futile efforts to restore normal function in joints the 
mechanics of which have been disorganized as a result 
of an injury.” 


The Principles of Heredity. By Laurence H. Snyder, 
Sc.D., Professor of Zoology and Chairman of the De- 
partment, The Ohio State University, Columbus, Ohio. 
Third edition. Cloth. Price, $3.75. Pp. 450, with 156 illus- 
trations. Boston: D. C. Heath and Company, 1946. 


This very excellent book has undergone considerable 
revision. The chapter on human inheritance has been 
completely rewritten, and is particularly interesting to 
medical readers. Practical examples illustrate the mate- 
rial. Each chapter concludes with problems which will 
help the student in the digestion of the text. A short 
chapter on statistical treatment will serve a very useful 
purpose in refreshing the needed knowledge of statistics. 
There is a very lucid description of the hereditary fac- 
tors involved in blood groups and the Rh factors. This 
book should give its reader a thorough foundation in a 
field that too many people in medicine have neglected. 


The Handbook of Industrial Psychology. By May 
Smith, M.D., Cloth. Price, $5. Pp. 304. New York: 
Philosophical Library, 1945. 


The average person is exposed to a great deal of 
verbiage regarding the great contributions of psychology 
to industry. However, most of it is so complex as to be 
understandable only to the expert or it is written in such 
a dramatic style as to lose the scientific import of the 
material. In this small book Doctor Smith has compiled 
numerous important considerations and has done it so 
successfully that it is not only highly informative but a 
pleasure to read. There is ample bibliography and sci- 
entific support for her conclusions and at same time 


one is not confounded by a mass of facts and figures. 
It is not intended to be an exhaustive study but rather 
an introductory one. 

The individual who is interested in the value of psy- 
chological knowledge in industry will profit greatly 
from reading this book. Any industrialist without tech- 
nical knowledge could learn a great deal from it. He 
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will find such subjects as fatigue in industry, effect of 
the environmental working conditions on production, 
vocational guidance, time and motion study and acci- 
dents. The book is to be highly recommended for its 
content and clarity of language. 


Everyday Psychiatry. By John D. Campbell, M.D., 
Comdr., M.C., U.S.N.R., Chief Neuropsychiatrist, U. S. 
Naval Base Hospital No. 8; formerly Chief Neuropsy- 
chiatrist, U. S. Naval Hospital, Charleston, S. C., and 
Visiting Lecturer in Psychiatry, Medical College of South 
Carolina; Diplomate, American Board of Neurology and 
Psychiatry. Cloth. Price, $6. Pp. 333. Philadelphia: 
J. B. Lippincott Company, 1945. 


The author offers a somewhat unusual approach to 
psychiatry for the student and the general medical prac- 
titioner. In his own words, he wishes “first, to describe 
the borderline mental conditions in practical terms . . . 
and second, to stress the constitutional and physiologic 
aspects of personality in an attempt to balance the over- 
whelming influence of the environmental schools.” One 
can certainly state that he has carried out the latter 
part of his intention very well for he does not pass up a 
single opportunity to indicate that constitutional defects 
are the most important factors in psychopathies. 

He bases his whole thesis on the belief that human 
nature expresses itself through four basic inherited per- 
sonality traits: intelligence, conscience, emotional re- 
action and psychosexual development. There are two 
secondary traits which develop as a compensation for 
any deficiency or overdevelopment of the basic traits; 
namely, sociability and special modes of adjustment. He 
then proceeds to discuss the various psychoneurotic 
entities from these aspects. In confirmity with his title 
he offers no consideration of the psychoses except in 
passing. 

There is much interesting material in this book. It is 
a good ecclectic approach except for the fact that too 
much lip service is given to the constitutional factors 
in psychiatric diseases. It is a practical book and con- 
tains much concrete advice about therapy for the novice. 
This reviewer feels that the author labors the point 
regarding the personality traits unnecessarily since it 
seems to have no practical value and serves only to be 
confusing. The bibliography in each section is good and 
should be helpful for further reading. 


The Psychology of Women: A Psychoanalytic In- 
terpretation. By Helen Deutsch, M.D., Associate Psy- 
chiatrist, Massachusetts General Hospital. Vol. II. Cloth. 
Price, $5. Pp. 498. New York: Grune & Stratton, 1945. 


In the second volume of “The Psychology of Women” 
Deutsch completes a well rounded task. In this volume 
she discusses the various aspects of motherhood. It is 
introduced with an interesting chapter on the social and 
biological factors. From these the reader is led through 
a discussion of the whole process of motherhood from 
the meaning of the term to finally the mother-child rela- 
tion. There are other chapters dealing with unmarried 
mothers, adoptive mothers and stepmothers. The book 
is concluded with a discussion of the climacterium. 

The volume is written in a readable clear style. The 
orientation is from the normal and only sufficient patho- 
logic material is introduced to point out deviations from 
normal. It is, of course, couched in analytical terminology 
but there is everywhere the attempt to simplify and ad- 
here to facts rather than depart into fantasy. It is a 
beok which may be recommended to any psychiatrist 
and would be even more valuable for obstetricians and 
gynecologists. 
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Public Baths and Health in England, 16th-18th 
Century. By Charles F. Mullett. Supplements to the 
Bulletin of the History of Medicine, No. 5. Paper. Price, 
$1.50. Pp. 85. Baltimore: The Johns Hopkins Press, 1946. 


This booklet is one of the Supplements to the Bulletin 
of the History of Medicine of which Henry E. Sigerest 
is the editor. Although the Romans had popularized 
watering places in England, there was no advance after 
their departure until the 16th century. The author in 
this monograph gives an excellent history of English 
baths during these two centuries mentioned in his title. 

He truly states: “If, however, the comments were at 
times during this more than 200 year period marked 
by uncritical enthusiasm, the most comprehensive claims, 
disregard for scientific experiment, and an acceptance 
of fads and fancies, it can scarcely be maintained that 
they surpass or even equal the assertions concerning 
various pills and powders, vitamins and regimens in 
our own day.” 

The author closes his excellent monograph with the 
statement: “Somewhat less than a century ago resort 
to the spas was extraordinarily popular; then came a 
steady decline. The beneficence of Bernard Baruch, 
whose father, Dr. Simon Baruch, so fully appreciated 
the health possibilities of spas and the informed en- 
thusiasm of physicians may not only revive the popu- 
larity of earlier American days but, what is of greater 
scientific, therapeutic, and even social significance, ele- 
vate balneology to the dignity of a respected and sci- 
entific branch of medicine.” 

This monograph should be read by physicians in- 
terested in balneology. 


The Doctor in the French Literature of the Six- 
teenth Century. By Nancy F. Osborne. Paper. Price, $2. 
Pp. 140. New York: King’s Crown Press, 1946. 


This study in the history of medicine presents articles 
on the doctor, the apothecary, the charlatan, remedies 
and cures, and medical practices. It treats an important 
period in French medical history. The data presented 
are well documented with references to the literature in 
footnotes and a bibliography. The book is well written 
and forms entertaining reading for leisure hours. There 
are many quotations from the French originals in the 
book and the author quite flatteringly but quite mis- 
takenly assumes that the knowledge of the French lan- 
guage among her medical readers equals her own. 


Anyway, the book leaves its medical readers with a 
feeling of satisfaction; we really have progressed since 
the sixteenth century! 


The Care of the Neurosurgical Patient. By Ernest 
Sachs, A.B.. M.D. Cloth. Price, $6. Pp. 268, with illus- 
trations. St. Louis: The C. V. Mosby Company, 1945. 


This small book should not be considered a treatise 
in neurosurgery by any means. It seems to be a compila- 
tion of some personal experience of the author, in which 
so often he does just the right thing. It is dedicated to 
the neurosurgical fellows the author has trained and may 
be the author’s attempt to hold his position as a teacher 
in a group in which many have achieved importance in 
their own right. 


Although this reviewer is not a neurosurgeon and 
therefore perhaps not fully justified in criticizing, still it 
seems that this book offers nothing new. It is written 
in the first person and there is always the personal ex- 
perience to contend with rather than the scientific fact. 
The author does not attempt to discuss diagnosis but 
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confines himself to surgical treatment of diagnosed or 
suspected lesions. One must compliment him highly on 
the clear and numerous illustrations. There are ample 
case reports to demonstrate the types of cases to which 
he refers. 

The whole book is written in clear and simple lan- 
guage. It may be recommended to beginners in neuro- 
surgery so as to give them a survey of the general field, 


Bone-Grafting in the Treatment of Fractures. By 
J. R. Armstrong, M.D. M.Ch., F.R.C.S., A/W/Comm. 
R.A.F.M.S, and Surgeon-in-Charge of an R.A.F. Ortho- 
pedic and Fracture Centre. Foreword by R. Watson- 
Jones, B.Sc., M.Ch.Ortho., F.R.C.S. Fabrikoid. Price, $7. 
Pp. 175, with 204 illustrations. Baltimore: William Wood 
and Company, 1945. 


“Bone-Grafting in the Treatment of Fractures,” by 
J. P. Armstrong, is a monograph which arose out of 
the difficulties encountered by the author, and was 
prompted by the lack of space and detail allotted to 
bone-grafting in the standard textbooks. The material is 
especially timely since the problems of reparative and 
reconstructive surgery of the motor-skeletal system are 
being encountered now by the military surgeon. The 
author, as a leading member of the “team” of orthopedic 
surgeons of the Royal Air Force, has gained vast ex- 
perience in bone-grafting, which he expresses clearly 
and concisely, 

Armstrong presents the principles, general indications 
and contraindications of bone grafts and describes the 
types of grafts and various sources, not including the 
grafts from the iliac crest. To fix his grafts, the author 
uses vitallium screws for the most part. The book con- 
tains chapters on pre- and postoperative care; operative 
technic; cutting and preparation of grafts; fractures of 
the spine, clavicle, humerus, radius, ulna, carpal scaph- 
oid, metacarpals, phalanges, neck and shaft of femur; 
tibia, fibula, ankle; tarsus and metatarsals. With each 
fracture he discusses the indications, contraindications, 
principles of operation, preoperative treatment, technic 
of operation, and postoperative care. Immediate arthro- 
desis is described as the treatment of choice for certain 
fractures involving the talus and in certain fractures of 
the vertebrae. 

There are 204 illustrations, mainly radiographs, which 
show excellent results. None of the disasters and pitfalls 
that may accompany bone-grafting are illustrated. 

It must be remembered that the book is limited to 
bone-grafting, and there is no description of the con- 
servative treatment for fractures nor is there sufficient 
discussion of the methods of treatment which would, 
in some cases, prevent the necessity for bone-grafting. 
The difficulties encountered in the operative treatment 
are not sufficiently discussed to warn against unnecessary 
bone-grafting. For the cases where there is a lack of 
bone substance, which are the cases that undoubtedly 
need bone-grafting, there is no description at all. It is 
these cases that require dual bone grafts, a procedure 
which is not mentioned, nor is anything said of the 
use of iliac bone as a source of bone with high osteogenic 
properties. Emphasis on the aseptic technic and the 
exact description of the technical procedure add a great 
deal to the book. 

The illustrations are excellent, and the text is con- 
cise and clear and covers every detail that makes for 
a high standard in aseptic technic. This book is the 
result of individual work and thought, and at the same 
time the author has adopted generally accepted meth- 
ods that would assure the highest standard of end 
results. 
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The Traumatic Deformities and Disabilities of the 
Upper Extremity. By Arthur Steindler, M.D., F.A.C.S., 
Professor and Head of the Department of Orthopedic 
Surgery, The State University of lowa. In collaboration 
with John Louis Marxer, M.D., Associate in Orthopedic 
Department, The State University of lowa. Cloth. Price, 
$10. Pp. 515, with 1048 illustrations. Springfield, Illi- 
nois: Charles C Thomas, 1946. 


This is a book that no serious physical therapist can 
be without. It is written primarily for orthopedic sur- 
geons, but the physical therapist who will want to 
know what has (or should have) been done to the pa- 
tient which he or she is asked to treat will find the 
answer in this book. The book is full of case reports, 
in fact the author gets across what he wants to say with 
the help of this large number of case reports. These are 
remarkably well written, long enough so that they give 
a clear picture of the case in mind, and yet short enough 
to eliminate much of the unnecessary wordage that makes 
many case reports so annoying. A study of this book 
will undoubtedly help the physical therapist in a better 
understanding of the whys and why-nots of the physical 
therapy treatment. 

Every first edition has its little errors and the readers 
of this journal will undoubtedly notice that in figure 40 
the whirlpool and paraffin baths have changed places. 


Job Placement of the Physically Handicapped. By 
Clark D. Bridges, Director of Conservation Services, 
Zurich Insurance Companies, Chicago. Cloth. Price, $3.50. 
Pp. 329, with illustrations. New York: McGraw-Hill Book 
Company, Inc., 1946. 


This book is a practical guide to constructive action 
in the rehabilitation and employment of disabled or handi- 
capped workers. It furnishes the type of factual informa- 
tion needed for effective utilization of a vast source of 
valuable manpower. The author is a professional safety 
and industrial hygiene engineer, and the text is a lay- 
man’s understanding of the subject. 

The great scope of the word “rehabilitation” is per- 
haps responsible for some of the perplexity of those who 
wish to use disabled workers. This book teaches us that 
physical disabilities need not be a work handicap. The 
four major factors involved are: (1) The worker should 
have the ability to accomplish the task efficiently; i.e., 
be able to meet the physical demands of the job. (2) 
The worker should not be a hazard to himself. (3) The 
worker must not jeopardize the safety of others. (4) The 
job should not aggravate the disability of the worker. 

The essential features of physical abilities and work 
limitations, safety engineering and health conservation 
are assembled in this book so that they may be con- 
sidered in their individual and collective relationships 
to efficient employment. This book is highly recom- 
mended to the layman who is responsible for the effec- 
tive use of workers. 


Treatment by Ion Transfer (lontophoresis). By D. 
Abramowitsch, M.D., Physician in Charge of the Physio- 
therapy Department, Lincoln Hospital, New York City, 
and B. Neoussikine, M.D., Tel-Aviv. Cloth. Price, $4.50. 
Pp. 186. New York: Grune and Stratton, Inc., 1946 


The author in his preface states the book has been 
written because the therapeutic application of ion trans- 
fer has not received the careful and widespread use it 
deserves. Dr. Richard Kovacs in a foreword writes that 
although considerable of the imposing amount of ma- 
terial presented is based only on clinical observation, 
it should prove stimulating because of its wide scope. 


THE PHYSIOTHERAPY REVIEW 285 


This small volume of 186 pages is divided into two 
parts. Part I consists of four chapters: an introduction; 
physical characterstics of the electric current; the effect 
of electrolytically introduced drugs, and methods of 
treatment. 


Chapter two deals with Ohm’s Law. It would seem 
unfortunate that the author writes Ohm’s law 1 = E/W 
instead of the internationally acceptable 1 = E/R. The 
relative importance of the transverse and longitudinal 
current path is fully discussed. The results to be secured 
by using two large or two small electrodes of equal size, 
as well as two electrodes of unequal size, are fully dis- 
cussed. The section which deals with Faraday’s Laws 
of electrolysis should be very welcome; physical therapy 
texts rarely cover these important laws. Physiatrists will 
be interested in the authors’ statements of the effects of 
other physical measures on the ions introduced when 
used in combination with the direct current such as 
high frequency current and ultraviolet radiation. 


Chapter three discusses the effect of electrolytically 
introduced drugs. The section dealing with the speed of 
penetration of the ions is excellent particularly the table 
giving the electro-chemical equivalents. The effects of 
the most frequently used simple ions in the body is 
timely although many of the drugs discussed are not 
used by workers in the country. 


Chapter four discusses methods of treatment and states 
two phases are to be distinguished in this process (1) 
the introduction of ions into the body and (2) the effect 
it has on the ions already there. The author states the 
effects of this therapy are more marked when electro- 
lytes are introduced by other means such as oral ad- 
ministration or hypodermic injection with the electric 
current applied afterward. More convincing evidence 
than is given by the author will be necessary before 
such statements will be acceptable. A section is given 
to the technic of treatment—types of electrodes, meth- 
ods of applications, as well as size and position of the 
electrodes and the use of such electrodes—novel to this 
country—as clay, gelatine and diadermine. The drug 
impregnates the substance of the electrode. 


Part II is devoted to the treatment of diseases, and it 
would seem to be useful according to the author for al- 
most any disease. The section deals with treatment for 
diseases of the nervous system, the treatment of arthritis, 
lumbago and torticollis, scars, dermatological conditions, 
ophthalmology, dentistry, diseases of the genitalia, eye, 
ear, nose and throat. 


For the physiatrist of experience in ion transfer ther- 
apy this volume should be of value and for those who in 
addition are interested in research it should offer a 
fruitful source for problems needing investigation. The 
author makes some very remarkable, and it would seem, 
extravagant claims for this therapy. The volume is well 
written and easily read. An excellent bibliography is 
given but it is indeed unfortunate that it is far from 
complete. It is disappointing to find work, referred to 
in the text, missing in the bibliographical references. 
It is doubtful whether this book will be of real value to 
the general practitioner, as he will have some difficulty 
in discriminating that which is of value from that of 
doubtful value. For the physiatrist and the physical 
therapist with discrimination there is a good deal of 
useful information in this volume. As the author states 
the work is offered to the medical profession as a 
presentation of the existing work in this field and he 
hopes it will serve as a basis for further study and 
utilization of the possibilities it offers. As such it should 
be welcome. 
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Research in Medicine and Other Addresses. By Sir 
Thomas Lewis, C.B.E., F.R.S., F.RS.E.. M.D., D.Sc., 
LLD., F.R.C.P., Physician in charge of Department of 
Clinical Research, University College Hospital, London; 
Honorary Consulting Physician to the Ministry of Pen- 
sions; Consulting Physician, City of London Hospital; 
Fellow of University College, London. Second Edition. 
Boards. Pp. 102. Price, 5s. London: H. K. Lewis and 
Co., Ltd. (n. d.). 


Certainly Sir Thomas Lewis needs no introduction to 
American medical readers. He stands today as one of 
the “greats” of clinical medicine and clinical research. 
And this monogram is no small measure of the man; it 
is the work of a master. One gains inspiration from 
every page. 

The contents consists of several addresses delivered 
before various British societies from 1920 to 1944 and 
are as follows: An address on the relation of physiology 
to medicine; observations on research in medicine; the 
relation of clinical medicine to physiology from the 
standpoint of research; the Harveian oration on clinical 
science; the Huxley lecture on clinical science within 
the university; and reflections upon reform in medical 
education. 

While the author has written for his English audience, 
its appeal and message will strike a most responsive 
chord in this country. Lewis states the obligation of 
physiology to medicine are twofold: to teach the med- 
ical student the normal functions of the body and in so 
doing to train him as an accurate observer and thinker 
and to lay a solid foundation for medical science. He 
further says that medical men are insufficiently con- 
versant with what constitutes normality, or the range 
of normality in the human being. They regard as patho- 
logical many phenomena which are in reality not only 
compatible with health but are actually physiological. 
He feels that physiology teaching is not sufficiently cor- 
related to medical practice, is not human enough. The 
clinician, he believes, should see the physiologist more 
frequently in the medical wards to help correct miscon- 
ceptions on both sides. 

e physician is forced by his daily work to decide 
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frequently upon an insecure basis of fact and agreement, 
In his work many of his decisions are frankly oppor- 
tunist, many are wrong, says the author. But if most are 
right, he believes, and many of the rest are harmless 
then his work is a success, despite frequent mistakes. 

He states that the very essence of daily observation 
and that in scientific work is the continued effort to 
discriminate between what is true and what is less true 
or actually false. 

He deplores the multiplicity of papers for propaganda 
purposes. He appeals for more exact definition of terms 
applied to disease and its manifestations. Increased 
clarity, he thinks, would diminish the prevailing con- 
fusion of tongues. 

This monograph is well written and reads with ease, . 
One rarely comes across so much in so few pages. This 
small volume should be read by every individual who is 
teaching medical students no matter in what capacity, 
It is a must for every recent medical graduate. 


Physiotherapy. By Thomas Francis Hennessey, M.D. 
Dean and Director, Massachusetts School of Physio- 
therapy, Boston. Vocational and Professional Mono- 
graphs, No. 65. Paper. Price, 75 cents. Pp. 23. Boston: 
Bellman Publishing Company, Inc., 1946. 


It seems odd that a professional monograph should 
come from the director of a school not approved. by the 
American Medical Association, and whose graduates 
cannot be admitted to membership in the American 
Physiotherapy Association or in the American Registry 
of Physical Therapy Technicians. This monograph also 
contains many misstatements, such as: “The most out- 
standing technique of recent years is Hemo-irradiation. 
This technique was developed by Dr. Emmett Knott of 
Seattle, Washington in 1939 and 1940.” “The American 
Medical Association in 1945 lists eighty to one hundred 
schools approved by its council for teaching technicians.” 
“The graduates if, or when, twenty-one years of age 
automatically become members of the national associa- 
tion of physiotherapy technicians.” 

This last statement will show the lack of authenticity 
of the material contained in this monograph. 
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